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the term “gastric surgery” has be- 

come almost identified with that of 
gastric resection. Other gastric surgical 
procedures have either been discontinued 
or are utilized rarely and in specific cases 
only, Even gastroenterostomy, which was 
extremely popular thirty years ago, has 
been abandoned in the main medical cen- 
ters. Gastrectomy, in fact, has taken over 
its sole remaining indication, i.e., acute 
perforation into the open peritoneum, for 
which gastroenterostomy was formerly 


Nite term « the original meaning of 
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combined with simple suture of the per- 
forated area. 

Attempted establishment of gastroen- 
terostomy as a necessary surgical comple- 
ment of vagotomy also failed. This 
operation has passed the phase of popu- 
larity peculiar to new methods supported 
by surgeons of repute; it has not survived 
the test of time. 

Although I recognize ulcer and carci- 
noma as the two main indications for gas- 
tric surgical intervention, I shall deal in 
this presentation, on the basis of twenty- 
five years’ experience in surgical treatment 
of the stomach, with other conditions that 
call for gastric resection. During the 
aforementioned period I performed this 
operation in a total of 2,211 cases; for 
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ulcer in 1,846, for carcinoma in 184 and 
for other conditions in 181. 

Gastric resection is general:y employed 
for benign tumors of the stomach and for 
metaplastic formations, e.g., the aberrant 
pancreas. For these, the logical therapy 
would be simple removal of the tumor 
after gastrotomy. It is difficult, however, 
to ascertain beforehand that a tumor of 
the stomach is benign. Roentgen study, as 
a rule, does not reveal its nature, and even 
when a polyp is suggested there remains 
the possibility of malignant change. The 
complaints that lead to the roentgen ex- 
amination, moreover, are usually sufficient 
in themselves to justify a radical opera- 
tion. The microscopic diagnosis of cyto- 
logic elements obtained from the stomach 
through a Levine tube can supply conclu- 
sive evidence only when typical carcinoma- 
tous cells are revealed thereby. Negative 
results from such an examination, there- 
fore, do not justify a conservative ap- 
proach, and the same can be said of biopsy 
or frozen section. 

Gastroscopic study is a _ propedeutic 
measure of limited use, not particularly 
well liked by patients and doubtful as to 
its soundness, since many parts of the 
stomach cannot be reached by the gastro- 
scope. It does not provide the assurance 
that the examiner can expect from a di- 
rect view of the lesion. 

It is for these reasons that benign tu- 
mors are treated by gastric resection and 
that surgeons are in full accord as to its 
justification. 

One of the conditions that eventually 
calls for resection is ulcerative gastritis. 
It may be argued that this term means 
nothing more than multiple ulcers of the 
stomach; but, although in a general sense 
this may be true, the problem is altered 
when one analyzes it from the clinical and 
therapeutic points of view. The symptoms 
of ulcerative gastritis do not recede as 
readily as do gastric and duodenal ulcers 
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in response to adequate therapy and suit- 
able dietary adjustments. The patient be- 
gins his journey in the physician’s office, 
obtaining no more than temporary im- 
provement. In almost all cases the symp- 
toms are those of ulcer. Semiologic tests 
directed to neighboring organs (liver, pan- 
creas, kidneys, intestines) give completely 
negative results, confirming the impres- 
sion that the trouble is typically and ex- 
clusively gastric. Owing to the failure of 
the various clinical methods, it soon be- 
comes obvious that the only solution lies 
in surgical] intervention, i.e., gastric resec- 
tion, preceded by a verifying gastrotomy 
if the diagnosis has not yet been confirmed 
by gastroscopic study. 

In some instances the classic symptoms 
of ulcer are present when all tests give 
completely negative results and even sur- 
gical investigation reveals nothing, not 
even gastritis. Faced with the problem of 
classifying such cases within the known 
boundaries of gastric disease, certain au- 
thors, principally Spanish authors, coined 
the odd term “ulcus sine ulcere,” making 
use of Latin to mask their actual ignorance 
of the nature of the condition. Their firm 
advice, however, is that once the clinical 
diagnosis has been established in a case in 
which there is a “typical ulcer story” cure 
is possible only by gastric resection. 

Faced with the absence of anatomopath- 
ologic signs in the stomach, one may con- 
sider certain recognizable alternatives, 
such as those consequent on an inflamma- 
tory process. Gastritis is common; in 
general it responds to medical treatment. 
Sometimes, however, it progresses to the 
point of no return (hypertrophic gastritis, 
polypoid gastritis and the “etat mamelo- 
nee”). It is sometimes difficult to obtain 
recession of the symptoms, and the physi- 
cian may be forced to refer his patient to 
a surgeon. In such circumstances gastric 
resection, as advocated by Eirian Williams, 
is the solution. 
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In some cases the gastric mucosa under- 
goes no significant inflammatory change 
but becomes hypertrophied in the antral 
region, spreads over the muscles and 
crosses the pyloric ring. It is easy to fore- 
see the inconveniences, sometimes intense, 
that may arise from this condition. The 
consequent morbid state has been called 
“prolapse of the gastric mucosa into the 
duodenum.” This is a new illness, only re- 
cently introduced into the field of gastric 
pathology. The roentgen signs have al- 
ready been established, and among special- 
ists the entity is accepted as beyond doubt. 
Medical treatment is not always effective, 
and the patient must seek a surgeon for a 
healing resection. Simple removal of the 
redundant mucosa could be tried, with ad- 
justment of the remainder to the dimen- 
sions of the muscles that support it; this, 
however, would call for a major exposure 
of the stomach, with possible compromise 
of irrigation and the expansion of unde- 
sirable scars. On the basis of current 
knowledge, the safest method is gastric 
resection. 


Areas of acute erosion resulting in hem- 
orrhage, sometimes of great volume, con- 
stitute another indication for resection. 
The surgeon finds the intestine and the 
stomach full of blood and cannot perceive 
any signs of an ulcerous lesion in the walls 
of either. Gastrotomy rarely helps him in 
his search for the bleeding point. He is 
then obliged to decide for gastrectomy, and 
he sometimes discovers in the extirpated 
specimen the cause of the hemorrhage—a 
vessel gaping or obstructed by a small clot 
in the floor of an unretained ulcer or an 
area of simple erosion. If nothing of the 
sort is present he decides in favor of a 
“panel hemorrhage”; but, even without 
having discovered the cause of the bleed- 
ing, he has nonetheless saved his patient’s 
life by performing resection. 


Cooper and Ferguson of Philadelphia 
published a study encouraging resection in 
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the presence of hemorrhage of undeter- 
mined origin from the higher segments of 
the gastrointestinal tract. They reported 
that failure to perform the so-called blind 
gastrectomy on 1 patient caused his death, 
and autopsy revealed the lesion as one 
amenable to resection. 


Harry Bockus, at the Atlantic City Con- 
gress of the American Medical Association 
in June 1955, presented a case in which 
the patient, who had already undergone 
operation for carcinoma of the ascending 
portion of the colon, had had several post- 
operative attacks of hematemesis and 
melena and had been given sixty-one blood 
transfusions in thirty-five days in a des- 
perate struggle between life and death. 
Autopsy revealed nothing more than ero- 
sion of the stomach. Gastric resection 
would have saved this patient’s life. 


A rare condition that affects both inte- 
rior layers of the stomach and may require 
gastric resection is cicatricial stenosis 


caused by caustics, as described by Bosch 


del Marco in 1946. The same applies to 
prepyloric stenosis consequent upon an 
uleerus scar. Conveyed from the mucus 
to the muscular layer of the stomach are 
two distinct pathologic alterations: (a) 
distention of the stomach with atony and 
(b) hypertrophy of the gastric muscula- 
ture. 

The first of these is called, adequately or 
inadequately, gastroptosis, dolichogastria, 
megagastric atony or, better, gastric hypo- 
tonia. It is a condition that may have 
rather serious consequences; the stomach 
does not empty itself within the normal 
time, retaining part of the ingested food, 
which is transformed into a focus of 
intoxicating fermentation, with decided 
repercussions on the nervous system. An 
appropriate girdle, an adequate diet, a 
moderate way of living and suitable medi- 
cation often relieve and even eliminate the 
suffering caused by this condition. There 
are many cases, however, in which all 
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these means fail, and the patient, in the 
agony of trying to empty his stomach, re- 
sorts to forced vomiting for a few hours 
of relief. In such cases gastric resection 
is strongly advisable. In many instances 
the end results are excellent, though the 
effect on the general health, and especially 
on the nervous system, is so serious that 
a long period may be required for the pa- 
tient to appreciate the genuinely good 
effect of the operation. In still other cases 
the services of a psychiatrist may be re- 
quired to reorient him. 


Hypertrophy of the gastric musculature 
may also demand gastric resection. As is 
well known, the so-called hypertrophic 
pyloric stenosis of the newborn is common, 
but its cure, although surgical, is generally 
accomplished by simple section of the 
muscular fibers according to Rammstedt 
and Fredet. This remedy does not apply, 
however, to hypertrophic pyloric stenosis 
in the adult, which calls for gastric re- 
section. 

The name that designates this condition 
apparently leads many authors to identify 
it with that observed in the child. Since 
to many it appears to be a separate entity, 
the ‘term does not satisfy those who wish 
to denominate it accurately. Neither does 
the term “achalasia” (failure to relax), or 
permanent hypertonia, since this word 
would be applicable only to the sphincters. 
Now the muscular hypotonia associated 
with this disease is not referable to the 
muscle of the pyloric orifice; it is caused 
by the fibers that surround and restrict 
the gastric area known as the pyloric an- 
trum. For this reason, in 1934, I proposed 
for this morbid state the name “ringlike 
hypertrophy of the musculature of the 
pyloric antrum.” This designation is per- 
haps a little long, but it is clearly expres- 
sive, since the hypertrophy appears 
throughout the extension of the muscular 
fibers in this region, 


This condition causes permanent nar- 
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rowing of the lumen of the distal portion 
of the stomach, which remains rigid on 
roentgen examination, the wall of the 
antrum often being mistaken for the py- 
loric sphincter, which is prolapsed inward, 
inside the duodenal cavity. This peculiar 
roentgen image is known as the sign of 
Kirklin. 

The tumor formed by ringlike hyper- 
trophy of the musculature of the pyloric 
antrum simulates carcinoma on roentgen 
examination and even under the direct 
view of the surgeon at the operating table. 
Sometimes the two diseases occur simulta- 
neously, as I recently had the opportunity 
to observe. Such a case has also been ob- 
served at the Mayo Clinic. It is more com- 
mon, however, to detect ulcer in association 
with this form of hypertrophy. Kirklin 
and Harris demonstrated this combination 
in 29 of 81 cases. The hypertrophic lesion 
pure and simple, with no associated path- 
ologic change, was present in 31 of 81 
cases recorded at the Mayo Clinic. 

My own experience has included cases 
of the simple condition, but its association 
with other conditions, especially ulcer, has 
been more frequent. The associated lesion 
may occur either at the site of the hyper- 
trophy or at a distance. Of 33 cases, I en- 
countered pure hypertrophy in 11. 

Ringlike hypertrophy of the type under 
discussion is irreversible, as the case to 
be presented will demonstrate. In this in- 
stance the roentgen image of the lesion 
had appeared in a film taken fifteen years 
earlier. The solution is surgical interven- 
tion, in the form of gastric resection. 

Even outside the field of gastric disease 
there are indications for gastric resection, 
I refer to two specific syndromes: diver- 
ticulum of the duodenum and the sequelae 
of cholecystectomy. For either of these, 
strange though it may seem, gastrectomy 
may be advisable. 

Diverticulum of the duodenum is a 
common anomaly. It may produce acute 
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clinical symptoms in addition to diverticu- 
litis and perforation. It is a focus of re- 
tention of food and thus favors harmful 
fermentation. I have never encountered 
diverticulitis of the duodenum, though I 
have had patients who showed some 
symptoms. In a single instance I encoun- 
tered a diverticulum inside the fourth 
portion of the duodenum; there were none 
elsewhere. A good portion of barium had 
been taken the day before for the purpose 
of roentgen examination. 

Some authors consider an operation nec- 
essary whenever the roentgen image pro- 
duced by the opaque medium persists for 
more than twelve hours. My experience 
has taught me that simple removal of the 
diverticulum, according to the advice of 
the classic authors, generally does not 
clear up the clinical symptoms; the patient 
continues to complain and often presents 
symptoms resembling those of duodenal 
ulcer. Also, the removal of a single diver- 
ticulum of the second portion, usually lo- 
cated beside the ampulla of Vater, offers 
certain technical difficulties and is not free 
of hazards. It was mainly the clinical fail- 
ure of diverticulectomy, however, that led 
me to try in such cases to accomplish de- 
viation of the transit of food by means of 
the Polya gastric resection. With this I 
obtained a completely satisfactory result 
and was delighted to learn that some other 
modern authors had adopted the same 
method after having encountered, doubt- 
less, the same unsatisfactory results. 
Waugh and Johnston of Rochester con- 
firmed the fact that fewer than half of the 
patients obtain the expected results from 
diverticulectomy. Gastroenterostomy, once 
attempted by the same authors, also failed 
to serve the purpose. Thus far, only gas- 
tric resection has given relief to the symp- 
toms of patients with duodenal diverticula. 
For all these reasons, subtotal gastrectomy 
has been used by Lockwood, Fulder and 
others. Cattell and Mudge performed gas- 
tric resection in a case of diverticulitis. 
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Supported by the opinions of these au- 
thors, I consider myself justified in con- 
tinuing to recommend simple gastrectomy, 
since I have long employed it for sympto- 
matic diverticulum of the duodenum, leav- 
ing the diverticulum itself without manip- 
ulation. 

There remains for consideration the 
indication defended by Arnaldo Yodice at 
the Fourth Pan American Congress of 
Gastroenterology, held in Sao Paulo in 
1954. The Argentine author presented the 
first results of the technic he had recently 
adopted in dealing with the digestive se- 
quelae of cholecystectomy. Each of his 
patients had undergone removal of a gall- 
bladder with stones or, more frequently, a 
gallbladder prone to chronic inflammation. 
All continued to suffer from chronic indi- 
gestion, pain in the right hypochondrium, 
migraine, hyperchlorhydria, vomiting, etc. 





Distribution of Indications for Gastric Resection 
Performed for Conditions Other Than Ulcer 
and Carcinoma in 181 Cases 





GERUEIS GTIDT CUMIOE. <<. <2. <<a;--0cescscnncssnssescpsccressnos 
Neurofibroma 
Fibroma 
Aberrant pancreas 
Intestinal metaplasia 





Ringlike hypertrophy of the musculature of 
the pyloric antrum 





Dolichogastria and gastric ptosis........................ 67 





Gastritis 
Simple 
Ulcerative 
Hemorrhagic 
Polypoid 
Mamelonous 





Pyloric conditions 
Prepyloric stenosis 
Pyloric achalasia 
Prolapse of mucosa into 
duodenum 





“Uleus sine ulcere”’ 





Duodenal conditions 
Diverticulum 
Periduodenitis 
Constrictive duodenitis 





Total 
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Roentgen examination revealed that noth- 
ing was retained in the stomach, and there 
was no lithiasis of the common duct. Papil- 
lotomy was done in an attempt to correct 
the biliary dyskinesia. Gastric resection, 
in Yodice’s opinion, clears up the symp- 
toms. No doubt this is audaciously con- 
ceived as an indication for gastrectomy, 
but time will reveal its appropriateness. 
The enthusiasm of a single author is never 
sufficient to justify recommending a 
method; its rationale must pass through 
the sieve of many an observant mind be- 
fore this becomes feasible. For the mo- 
ment, therefore, I shall limit myself to 
simple mention of the opinion of a surgeon 
of prestige who deserves al’ consideration. 


SUMMARY 


Gastric resection may be strongly indi- 
cated for several lesions besides ulcer and 
carcinoma. Ulcerative gastritis and ero- 
sion hemorrhages offer grounds of transi- 
tion between the ulcer and other nontu- 
morous lesions of the stomach, as do 
polypoid gastritis and the etat mamelonee 
between carcinoma and benign gastric 
tumor. Cicatricial stenosis of the pyloric 
antrum due to caustics is an occasional 
but rare indication for gastrectomy. The 
stenosis not only involves the mucosal 
layer but affects the muscular stratum, in 
which other lesions may be harbored. 
Ringlike hypertrophy, like gastric ptosis, 
means hypertrophy in width as well as in 
length, and these are two conditions for 
which gastrectomy can be performed. 

Entirely outside the stomach, two condi- 
tions may occur which are seldom recog- 
nized as indications for gastrectomy, 
namely, diverticulum of the duodenum and 
the digestiye sequelae of cholecystectomy. 
To these may be added the “ulcus sine 
ulcere” of the Spaniards. It is possible that 
there are still other indications, but it is 
with regard to these that the author re- 
ports his experience. 
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A resseccao gastrica pode ser fortemen- 
te indicada para diversas lesées além da 
ulcera e do carcinoma. A gastrite ulcerosa 
e hemorragias de erosao oferecem campos 
de transic&o entre a tlcera e outras lesdes 
nao tumorais do estémago, conforme o 
fazem a gastrite polipoide e os mamelonas 
entre 0 carcinoma e o tumor -gastrico be- 
nigno. A _ estenose cicatricial do antro 
pilérico devido a causticos é uma indicacao 
ocasional porém rara para a gastrectomia. 
A estenose nao sdmente involve a camada 
mucosal mas afeta a camada muscular, no 
qual outras les6es podem se alojar. Hiper- 
trofia designada como ptose gastrica, sig- 
nifica hipertrofia em largura como também 
em comprimento. 

Ha duas condicdes que podem ocorrer 
inteiramente fora do est6mago, e que rara- 
mente s&o reconhecidas como indicacdées 
para a gastrectomia, isto é, diverticulo do 
duodeno e sequelas digestivas da colecis- 
tectomia. A éssas pode se acrescentar a 
“ulcus sine ulcere” dos espanhois. E possi- 
vel que haja ainda outras indicagdes, mas 
é em relacéo a essas que o autor relata sua 
experiéncia. 


RIASSUNTO 


La resezione gastrica pud essere indi- 
cata in molte lesioni, oltre l’ulcera e il 
carcinoma. La gastrite ulcerosa e |’erosi- 
one emorragica sono, infatti, un terreno 
di transizione fra ulcera e lesioni non can- 
cerose dello stomaco, cosi come la gastrite 
polipoide e lo stato mammellonato. La 
stenosi cicatriziale dell’antro pilorico, do- 
vuta a caustici, @ un’altra indicazione, 
benché rara, per la gastrectomia. La ste- 
nosi non involve solo la mucosa ma anche 
lo strato muscolare su cui altre lesioni 
possono svilupparsi. L’ipertrofia ad anello, 
detta ptosi gastrica, 6 una ipertrofia che 
si estende tant in larghezza che in lung- 
hezza. 

Completamente al di fuori dello stomaco 
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due sono le condizioni per una gastrec- 
tomia, e cioé il diverticolo del duodeno e 
i postumi della colecistectomia. A queste 
si pud aggiungere anche “l’ulcus sine ul- 
cere” di Spaniards. 

E’ possibile vi siano ancora altre indica- 
zioni, ma é solo in rapporto a quelle sun- 
nominate che |’autore ha basato la sua 
esperienza. 


ZUSAM MENFASSUNG 


Es gibt ausser dem Magengeschwiir und 
dem Krebs noch einige andere Krankheits- 
zustinde, die eine starke Indikation zur 
Magenresektion abgeben kénnen. Die ge- 
schwiirige Gastritis und Magenblutungen 
von Erosionen kénnen die Basis zum Uber- 
gang zwischen Geschwiir und anderen 
nicht geschwulstartigen Magenerkran- 
kungen abgeben, ebenso wie die polypoide 
Magenentziindung und der “état mamelon- 
né” eine Zwischenstufe zwischen gutarti- 
ger Magengeschwulst und Krebs bilden 
kénnen. Die narbige Verengung des Ma- 
genvorhofs als Folge von Veratzungen 
stellt manchmal, wenn auch selten, eine 
Indikation zur Magenresektion dar. Die 
Verengung ist nicht auf die Schleimhaut 
beschrankt sondern betrifft auch die 
Muskelschicht, die weitere Veranderungen 
beherbergen mag. Unter der als Magen- 
senkung bezeichneten ringférmigen Hyper- 
trophie versteht man eine Hypertrophie 
in der Weite sowohl als in der Lange. 

Zwei Krankheiszustande, die nur selten 
als Indikation zur Magenresektion aner- 
kannt werden, liegen véllig ausserhalb des 
Magens, namlich das Divertikel des Zwéf- 
fingerdarms und die als Folge einer Gal- 
lenblasenresektion auftretenden Verdau- 
ungsstérungen. Ferner mag das “ulcus 
sine ulcere” der Spanier erwahnt werden. 
Der Verfasser beschrankt seinen Bericht 
auf seine Erfahrungen mit den erwahnten 
Krankheitszustanden, ohne auszuschlies- 
sen, dass es méglicherweise noch weitere 
Indikationen zur Magenresektion gibt. 


BRANCO RIBEIRO: GASTRIC RESECTION 
RESUME 


La résection gastrique peut étre indi- 
quée dans plusieurs affections en dehors 
de l’ulcére et du carcinome. La gastrite 
ulcéreuse et les hémorragies offrent des 
terrains de transition entre l’ulcére et 
d’autres lésions gastriques non tumorales, 
comme les polypeset |]’état mamelonné 
entre le carcinome et la tumeur gastrique 
bénigne. La sténose cicatricielle de |’antre 
pylorique provoquée par des agents caus- 
tiques et une indication rare de la gastrec- 
tomie. La sténose n’englobe pas seulement 
le niveau muqueux mais affecte aussi le 
stratum musculaire dans lequel peuvent 
étre localisées d’autres lésions. L’hyper- 
trophie “en anneaux” désignée comme 
ptose gastrique, est une hypertrophie aussi 
bien en largeur qu’en longueur. En dehors 
de l’estomac, deux états peuvent se pro- 
duire qui sont rarement reconnus comme 
indication de la gastrectomie, 4 savoir le 
diverticule du duodénum et les séquelles 
digestives de la cholécystectomie, aux- 
quelles l’on peut ajouter |’ “ulcus sine 
ulcere” des Espagnols. I] est possible qu’il 
y ait encore d’autres indications, mais ce 
sont ces cas qui font ]’objet du rapport de 
lauteur. 
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Bathing is beneficial to most patients, but the benefit is not always lasting. Some- 
times it must be used less than one otherwise would owing to the patient’s lack of 
adequate facilities, There are not many houses where the necessary equipment and 
servants of the right kind are available. A bath can do no little harm if it is not 
taken in the right way. A sheltered spot free from smoke is needed, and plenty of 
water. Baths should be frequent but not excessively so unless there is some special 
reason. It is better not to be rubbed with soap, but if soap-mixture be used it should 
be warm and added to the water in far larger quantities than is usually the case and 
a further generous quantity should be added later and more soon afterwards. The 
patient should not have far to go to the bath-tub and it should be easy to get in 
and out of it. The bather should be quiet and orderly and should do nothing for 
himself; others should pour the water and rub him, A large quantity of tepid water 
should be prepared and it should quickly be poured over the bather. Sponges are 
better than scrapers and the body should not be allowed to get too dry before it 
is anointed. The head however should be dried as well as possible by wiping it 
with a sponge. Do not allow the extremities, the head and the rest of the body, 


to become chilled. Do not bathe shortly after food or drink, and do not eat or drink 
shortly after a bath. 


The decision whether to bathe or not should rest largely with the patient if he 
is particularly fond of his bath and accustomed to it. Such people are more eager 


for it and derive benefit from bathing and suffer harm from abstaining. 


—AHippocrates 





Rehabilitation in All Its Phases 


ROSS T. McINTIRE, M.D., F.A.C.S., F.1.C.S. 
CHICAGO, ILLINOIS 


widely used today, in my judgment 

is not well understood by either the 
medical profession or the laity. Reha- 
bilitation simply means the restoration of 
a person or a part to its former useful 
function. When one considers what this 
means, it can take in a tremendous field. 
Citizens of the United States are initi- 
ally engaged in establishing a rehabilita- 
tion program that will conserve human 
resources. There are some 28,000,000 
persons in this country who have some 
sort of physical handicap that keeps them 
from pursuing a normal existence. When 
one considers that the total population is 
less than 170,000,000, this is a large per- 
centage that must turn for assistance to 


Ri wiceiy used today a term that is 


government, for training to fit them for 
employment. 

For a great many years little was done 
in our country in the field of rehabilita- 
tion. World War I, with its appalling 
number of casualties, brought the need 


for this service into clear focus. Because 
so little had been done in this field, there 
was no organization able to take over this 
work and perform the various services 
that are necessary to restore a physically 
handicapped person to a state in which he 
can support himself. The experience of 
the Veterans Administration in rehabilita- 
tion of the paraplegic patient after World 
War I is a glaring example. 

One of our great needs in the United 
States today is to determine the number 
of citizens who require rehabilitation. It 
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is obvious that the man or woman who 
is damaged by war requires medical and 
hospital rehabilitation, fo!lowed by some 
sort of vocational training. This does not 
take into consideration, however, the very 
great number of men, women and children 
who are damaged yearly by accidents on 
the highway, in industry, on the farm, 
and even in the home. These figures are 
staggering when added up. Then, too, 
physical disability due to disease plays an 
enormous part in the demand for rehabili- 
tation. 

The American Heart Association insists 
that there are 10,000,000 persons suffer- 
ing from heart disease of one sort or 
another. This great group falls into the 
category of persons with a hidden handi- 
cap. The same holds true for those who 
are epileptic. A large group is afflicted 
with muscular disorders, cerebral palsy 
and many other diseases. Add to all of 
this the damaging effect following polio. 
All in all, these groups make up the 
28,000,000 handicapped persons. 

There is one group that I have not men- 
tioned, that of citizens over 65 years of 
age. One might argue that these are not 
physically handicapped persons, but the 
aging process is as damaging to health 
and physical activity as are any of the 
chronic diseases of the young. At the pres- 
ent it is known that there are some 15,000,- 
000 persons over the age of 65. Of these, 
less than 1,500,000 are working. The 
problem of rehabilitation here is to deter- 
mine how many of those above the age of 
65 could work if given the opportunity 
and if properly placed as to their abilities. 

It is predicted by the bureau of census 
that by the year 2000 the United States 
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will have nearly 100,000,000 more citizens 
than it has today. With the present in- 
crease in longevity, if the present prac- 
tice of not employing the older citizen is 
continued, there will be one unemployed 
person for every one who is working. It 
is easy to see that this would be an im- 
possible situation and one that must be 
planned for many decades in advance. 
This problem is being recognized to 
some extent; the government is granting 
large sums of money for research into 
disabling diseases. It is to be hoped that 
the way will be found to prevent the vari- 
ous crippling diseases, for it is only by 
prevention that the problem of the physi- 
cally handicapped will ever be solved. 


To illuminate the difficulties now facing 
our country: Last year nearly 100,000 per- 
sons were so badly damaged by accidents 
on our highways that they will always be 
physically handicapped. Without rehabilita- 
tion and retraining they will never be able 
to work again. Some 150,000 others were 
injured in accidents in the home, on the 
farm and in the factories, and they, too, 
will require rehabilitation and retraining 
in order that they may find work again. 
This does not take into account any of 
those who are afflicted with the various 
diseases that affect the muscles by paraly- 
sis or as a result of the same. 


The government, recognizing its re- 
sponsibility to the damaged servicemen 
and women, has established excellent re- 
habilitation centers in the Veterans Ad- 
ministration, so that the men who have 
been injured in war reap the benefit of 
of a well developed rehabilitation service. 
The average citizen, however, does not 
fare so well, for his only source of reha- 
bilitation after disease or physical damage 
is the vocational rehabilitation services of 
the state. These are subsidized in part 
by the federal government, with further 
assistance from the state government. 


Last year, fewer than 60,000 men and 
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women were rehabilitated by this means. 
This service, which should be considered 
a functional rehabilitation service, does 
not include some of the medical and surgi- 
cal treatment that may be necessary. 
There were more than 250,000 applica- 
tions for rehabilitation last year, and only 
60,000 of the applicants were able to take 
advantage of the service, owing to the 
lack of money and facilities. _Add to this 
a backlog of the 250,000,000 who have 
been brought up over the years, and the 
problem begins to assume its true pro- 
portions. 


It is always easy to pass the responsi- 
bility on to the government, and it is true 
that, when the citizen cannot help himself, 
the government must aid him in some 
way. One well-known way is community 
welfare service. In the old days the 
county poorhouse served. The latter is 
certainly not desirable; neither can the 
welfare service assume too much of the 
burden. Since the physically handicapped 
citizen who requires rehabilitation is a 
part of some community, it would seem 
that each city of size should have its own 
rehabilitation center. This center should 
be provided by funds mainly derived from 
voluntary contributions and from service 
organizations. There are many communi- 
ties that have done just this. Unfor- 
tunately they are all too few. 


Portland, Oregon, has an excellent re- 
habilitation center, supported completely 
by voluntary agencies and service organi- 
zations. It does have another source of 
income, and that is the part paid by the 
state for the service it renders in reha- 
bilitating physically handicapped citizens 
who are referred there under contract by 
the functional rehabilitation service of the 
state. In the entire Pacific Northwest, 
however, this is the only center. It can- 
not, under any circumstances, accept the 
cases that the various states wish to re- 
fer to it. 
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There are a number of other cities 
which recognize their responsibility to 
the handicapped. There is another mo- 
tive for rehabilitating the physically 
handicapped person, and that is to take 
him off the social service rolls and make 
him a taxpayer by giving him rehabilita- 
tion and training. 

Three years ago the city of Buffalo, 
New York, determined to conduct an ex- 
periment in this field. A careful survey 
was made of physically handicapped men 
and women working in the plants, in 
stores and shops and in municipal capa- 
cities. Of these, 5,100 were selected for 
the experiment. At the expense of the 
city, the workers in this large group were 
given the necessary rehabilitation, wheth- 
er it was surgical or in the field of cor- 
rective therapy — the necessary measures 
that would make them fully employable in 
a job for which they had aptitude and 
skill. 

The average monthly wage of this 
group before rehabilitation and retraining 
was $181 per month. After rehabilitation, 
which was carried out over a year’s time, 
members of the group were rehired on the 
basis of ability. Many were reemployed 
in the plants in which they had previously 
worked. Their average monthly pay was 
now $311 a month—an increase of more 
than 70 per cent in take-home pay. This, 
the city of Buffalo proved, was “Good 
Business.” 

What is the responsibility then, as far 
as the doctor of medicine is concerned? 
His responsibility is not a mandatory one, 
but it certainly is a moral one. I am con- 
vinced that any doctor of medicine will 
agree that preventive medicine is the most 
important phase of practice today. 


SUMMARY 


Rehabilitation, a word used freely to- 
day but not always with understanding of 
all its implications, means the restoration 


MC INTIRE: REHABILITATION 


of a person or part to the original useful 
function. When one considers what this 
actually includes, one realizes that a tre- 
mendous field of effort is involved. 

In the United States, of a total of some- 
thing less than 170,000,000 of population, 
there are approximately 28,000,000 physi- 
cally handicapped persons—a rather large 
percentage. These include persons with 
paraplegia, epilepsy, cardiac disease, mus- 
cular diseases (e.g., myasthenia gravis), 
cerebral palsy, multiple sclerosis, war in- 
juries, motor injuries, and simple senility. 
With the expected increase of the popula- 
tion by nearly 100,000,000, the plight of 
aged persons could become desperate be- 
yond the point of alleviation, 

Large sums of money are being allo- 
cated by the Federal Government for re- 
search into the cause and prevention of 
crippling diseases. The problems of one 
segment of the handicapped population, 
that which enjoys the benefits provided 
by the Veterans Administration, are com- 
petently handled, but the average citizen 
has no such recourse, and the assistance 
provided by the government, Federal and 
state, is limited. 

The author suggests that every com- 
munity establish its own rehabilitation 
center, supported by funds derived from 
voluntary contributions and service organ- 
izations. He appeals to physicians and sur- 
geons, who are best acquainted with the 
value of preventive action, to lend their 
influence toward the establishment of ade- 
quate programs of rehabilitation. 


RIASSUNTO 


La riabilitazione, parola usata oggi libe- 
ramente ma non sempre nel suo pieno sig- 
nificato, é il ripristino di una persona o 
di una parte alla sua primitiva ed usuale 
funzione. Una volta assimilato bene questo 
concetto si pud capire quale enorme campo 
di sforzi esso comporta. 

Negli Stati Uniti su un totale di circa 
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170.000.000 di popolazione, si hanno 28.000.- 
000 di persone con menomazioni fisiche. 
Persone paraplegiche, epilettiche, con ma- 
lattie cardiache e muscolari (miastenie 
gravi), con paralisi cerebrali, con sclerosi 
multiple oltre ai feriti di guerra e di in- 
vestimenti e alla semplice senilita. Con l’au- 
mento previsto della popolazione la piaga 
delle persone anziane diviene disperata dal 
punto di vista dell’assistenza. 

Ingenti somme di danaro sono state 
stanziate dal Governo Federale per la 
ricerca delle cause e per la prevenzione 
delle malattie inabilitanti. 

Parte della popolazione menomata é sov- 
venzionata dalla Amministrazione Vetera- 
ni, ma la media dei cittadini non ha questa 
risorsa e ]’assistenza fornita dal Governo, 
Federale e di Stato, é limitata, 

L’Autore suggerisce che in ogni comu- 
nita si stabilisca un proprio centro di ri- 
abilitazione sostenuto finanziariamente da 
fondi privati e pubblici. Egli si appella 
inoltre a medici e chirurghi perché es- 
plichino la propria attivita e autorita nel 
propugnare questo programma di riabili- 
tazione. 


ZUSAM MENFASSUNG 


Unter Rehabilitierung, einem Wort, das 
heute grossziigig wenn auch nicht immer 
mit Kenntnis seiner vollen Bedeutung ge- 
braucht wird, verstehen wir die Wieder- 
herstellung einer Person oder eines K6r- 
perteils zu der urspriinglichen niitzlichen 
Ausiibung der Funktion. Wenn man sich 
den weiten Umfang dieses Begriffes vor 
Augen fiihrt, erkennt man, welche ge- 
waltigen Bemiihungen dieses Gebiet ein- 
schliesst. 

In den Vereinigten Staaten gibt es unter 
einer Gesamtbevélkerung von etwas unter 
170 Millionen etwa 28 Millionen kérperlich 
behinderte’ Personen—ein ziemlich hoher 
Prozentsatz. Dazu gehéren Menschen mit 
Laihmungen, Epilepsie, Herzkrankheiten, 
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Muskelleiden (z.B.Myasthenia gravis) , Ge- 
hirnlahmung, multipler Sklerose, Kriegs- 
verletzungen, Automobilverletzungen und 
einfacher Senilitaét. Mit einem erwarteten 
Anwachsen der Bevélkerung um fast 100 
Millionen kénnte die traurige Lage der 
alten Leute einen verzweifelten Grad er- 
reichen, der jenseits aller Méglichkeiten 
der Linderung liegt. 

Die Bundersregierung stellt grosse Geld- 
summen zur Erforschung der Ursache und 
der Verhiitung verkriippelnder Krank- 
heiten zur Verfiigung. Eine Gruppe der 
an verkriippelnden Krankheiten Leiden- 
den ist gut und fachmannisch versorgt, 
namlich diejenigen, die unter die Verwal- 
tung der Veteranenfiirsorge fallen; der ge- 
wohnliche Biirger aber hat keine solche 
Zufluchtsstatte, und die von der Bundes- 
oder Staatsregierung gebotene Hilfe ist 
beschrankt. 

Der Verfasser schligt vor, dass jede Ge- 
meinde ein eigenes Rehabilitierungszen- 
trum einrichtet, das durch private freiwil- 
lige Stiftungen und von Hilfsorganisa- 
tionen finanziert wird. Er wendet sich an 
die Arzte und Chirurgen, denen der Wert 
vorbeugender Aktionen am besten bekannt 
ist, mit der Aufforderung, ihren Einfluss 
auf die Schaffung geeigneter Rehabilitie- 
rungsprogramme geltend zu machen. 


SUMARIO 


Rehabilitacao, uma palavra livremente 
usada hoje em dia, mas nem semre com 
compreensao de tédas as sous significagées, 
significa a restauracéo de uma pessoa ou 
coisa a usa funcdo original. Quando se 
considera o que isso implica na realidade, 
compreende-se 0 campo enorme de esforco 
que envolve. 

Nos Estados Unidos, em um total de 
pouco menos de 170,000,000 da populacao, 
had aproximadamente 23,000,000 de pes- 
soas com “handicapps” fiscios—uma por- 
centagem bastante grande. Nelas estao 
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incluidas pessoas com paraplegia, epilep- 
sia, moléstia cardiaca, doengas musculares 
(por exemplo, “myesthenia gravis’) , para- 
lisia cerebral, multiplas lesfo de guerra 
escleréticas, les6es motores, e simples se- 
nilidade. Com o aumento esperado da 
populacao de perto de 100,000,000 a con- 
dicéo das pessoas idosas poderia se tornar 
desesperada além do ponto de alivio. 

Grandes somas de dinheiro estaéo sendo 
empregadas pelo Govérno Federal para 
pesquiza da causa e prevencao de moléstias 
de aleijao. Os problemas de um segmeno 
da populacao previlegiada, a que goza do 
beneficio proporcionado pela Administra- 
cio de Veterenos, estao completamente 
cuidados, mas o cidadao médio nao tem tal 
recurso, e a assisténcia dada pelo govérno, 
Federal e do estado, é limitada. 

O autor sugere que cada comunidade 
estabeleca seu préprio centro de rehabili- 
tacao, financiada por fundos derivados de 
contribuicédes voluntarias e organizacoes 
de servico. Ele faz um apélo aos médicos 
e cirurgides, que melhor se acham ao par 
do valor da ac&o preventiva, para que 
exercam sua influéncia para o- estabeleci- 
mento de programas adequados de reha- 
bilitacao. 

RESUME 


Le terme de réhabilitation, couramment 
utilisé aujourd’hui sans que soit toujours 
bien compris tout ce qu’il implique, signifie 
la récupération de tout ou partie des fonc- 
tions physiologiques d’un individu, ce qui 
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comprend un champ d’efforts considérable. 

Aux Etats-Unis, sur une population de 
prés de 170.000.000 d’habitants, 28.000.- 
000 environ sont physiquement handi- 
capés, ce qui représente un pourcentage 
élevé. Ce chiffre inclut les cas de para- 
plégie, d’épilepsie, d’affections cardiaques, 
musculaires (par exemple la myasthénie 
grave pseudo-paralytique), la paralysie 
cérébrale, la sclérose multiple, les blessures 
de guerre, les lésions motrices et la séni- 
lité simple. Avec une augmentation prévue 
d’environ 100.000.000 habitants, les in- 
firmités des vieillards pourraient atteindre 
un degré alarmant quant aux possibilités 
de les soulager. 

Des sommes importantes sont allouées 
par le Gouvernement fédéral pour |’étude 
des causes et de la prévention des infirmi- 
tés. La Veterans Administration prend 
soin avec une grande compétence des 
problémes d’une partie des étres physi- 
quement handicapés, mais la moyenne des 
citoyens n’est pas au bénéfice des bienfaits 
de cette organisation, et l’aide apportée 
tant par les différents Etats que par le 
Gouvernement fédéral est limitée. 

L’auteur suggére que chaque commun- 
auté établisse son propre centre de ré- 
habilitation, alimenté par des dons et des 
services de volontaires. I] demande aux 
médecins et aux chirurgiens, qui connais- 
sent mieux que personne la valeur d’une 
action préventive, d’encourager par leur 
influence |’établissement de programmes 
de réhabilitation adéquats. 


A man of action, forced into a state of thought, is unhappy until he can get 
out of it. 


—Galsworthy 


The great end of life is not knowledge, but action. 
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ing, rapidly progressive, exhausting, 

fatal, infectious inflammatory proc- 
esses following surgical procedures and 
the frequently recurring pyuria of the 
genitourinary tract incident to low re- 
sistance have been relatively frustrating 
problems over the years. 

Contributions! in the field of the general 
adaptation syndrome and of shock, and, 
more recently, contributions to The Mech- 
anism of Inflammation? have provided the 
practical therapeutic weapons with which 
this paper is concerned, In the field of 
shock, contributions have been so numer- 
ous and metabolically so complicated that 
they will not be discussed further than to 
recall that shock represents damage re- 
sulting from anoxia, hemorrhage and 
basic cellular cytoplasmic changes of vary- 
ing degrees of reversibility and irrever- 
sibility. The general adaptation syndrome 
as presented by Selye® has provided what 
seems to be one of the most rational and 
logical explanations for most of the clini- 
cal phenomena observed. The basic thesis 
of the syndrome is that the body itself ad- 
justs, redcts and accommodates itself to 
various loads in such a way that, barring 
exhaustion, it adapts itself successfully 


f ‘HE problems of acute, overwhelm- 


Read at the Twenty-First Annual Congress of the United 
States and Canadian Sections, International College of Sur- 
geons, Chicago, Sept. 9-13, 1956. 

Submitted for publication Aug. 29, 1956. 


and _ satisfactorily. Exhaustion means 
death. The Mechanism of Inflammation 
contains innumerable and brilliant con- 
tributions by authorities from all over the 
world. These are most interesting, infor- 
mative and valuable. 

Unger‘ presented a schematic mechan- 
ism involving the fibrinolytic system, 
which indicates that histamine elaborated 
in a stage of proteolysis produces (1) 
vasodilation, (2) stasis and (3) increased 
vascular permeability. Figure 1, taken 
from The Mechanism of Inflammation, in- 
dicates where antihistamines and anti- 
phlogistic endocrines may be used theo- 
retically to counteract inflammation.® This 
presentation,? plus the contributions of 
Carson and Campbell,* Duran-Reynals,’ 
Judd and Henderson,’ Kindall and 
Nichols,? Mayer and Kull,!° Rich and 
Lewis'! and myself,'? provide the rationale 
of using antihistamines and antiphlogis- 
tics in the treatment of acute infectious 
inflammatory conditions. 

Menkin? studied the effect of anti-in- 
flammatory substances on isolated cellular 
systems. He used the sea urchins’ ova. 
After they had been exposed in sea water 
with a small amount of cortisone for fif- 
teen minutes and then fertilized, cell di- 
vision was observed. Variations in the 
incidence of cleavage were used as an in- 
dication of variations in cell activity. 
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Cortisone, hydrocortisone and ACTH pro- 
duced a depressing effect. STH did not. 

Taubenhaus? observed that somato- 
tropic hormone, thyroxin and desoxy- 
corticosterone stimulated granulation tis- 
sue and that cortisone, hydrocortisone, 
estrogen, testosterone and methylandro- 
stinediol inhibited granulation tissue. He 
also observed that banthine and dibena- 
mine have an inhibiting effect on granula- 
tion tissue similar to that of some of the 
corticosteroids. 

The availability of levophed is in itself 
life-saving when the blood pressure drops. 
Levophed has been used continuously over 
a period of many days, with eventual suc- 
cess so far as survival of the patient is 
concerned. 

Levophed, the antiphlogistic substances, 
antibiotics and antihistaminics are the 
valuable therapeutic tools that are utilized 
to reduce mortality. 

So far as the problems of general resist- 
ance are concerned, the idea entertained 


by the general public is about as satisfac- 
tory as that of the profession. It is gen- 
erally recognized that psychic shock and 
depression, chilling, wetting and physical 
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exhaustion, in addition to a low hemoglo- 
bin level and red blood cell count with nor- 
mal white cell patterns, are the factors 
considered important in breaking down 
general resistance. Inability to reduce the 
frequency of the recurrent pyuria incident 
to pyelonephritis and cystitis has been ex- 
tremely frustrating over the years. Re- 
cently it has been observed that this fre- 
quency may be prevented or reduced by 
giving very small doses of the antiphlo- 
gistic endocrines and other corticoids. As 
examples in these two fields, 2 cases are 
here reported. 


REPORT OF CASES 


CASE 1.*—An 85-year-old man had had re- 
curring pyuria with fever, frequency and ur- 
gency of urination and varying amounts of 
residual urine for more than a year and had 
refused any surgical intervention. On May 
30, 1956, he presented himself with a history 
of recent hematuria, chills, pains in the penis 
and inability to void. He was hospitalized, 
and catheterization produced 160 cc. of bloody, 
infected urine. The temperature rose to 105 
F. in less than one hour, and the systolic blood 
pressure dropped to 70 mm. of mercury. He 


*This case is reported by courtesy of Dr. W. P. Herbst III. 
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Fig. 1.—Role of the fibrinolytic system in the mechanism of inflammation. PFL, 
profibrinolysin; FL, fibrinolysin; 1, 2 and 8, points at which mechanism can be 
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(Lancet 2:742, 1952.) 
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was in profound shock. Levophed in distilled 
water was started at once, with 500 mg. of 
acromycin and 50 mg. of hydrocortisone given 
intravenously; the levophed was continued 
periodically for three days because the pres- 
sure would not stay up. Cortisone was given 
orally, 25 mg. twice daily, until June 8. On 
June 8 the patient was operated upon; supra- 
pubic cystostomy was done without incident. 
On June 14 a second-stage prostatectomy was 
carried out, and the patient had no reaction 
to this procedure. He left the hospital on the 
tenth postoperative day. During his conva- 
lescence he was given 25 mg. of cortisone per 
day at first and then was maintained on 10 
mg. per day. When he left the hospital he 
was given 5 mg. per day. In conjunction with 
this he was given antibiotics continuously, and 
they were continued after the cortisone was 
discontinued (this is very important) .1% 


It seems reasonable to assume that, if 
levophed and the antiphlogistics had not 
been used,!* the patient in this case would 
not have survived. 


CASE 2.—This case is related to general re- 
sistance factors. A 50-year-old woman had 
been frequently hospitalized for prolonged, 
frequently recurring pyelonephritis. She was 
seen in consultation in the hospital during an 
acute pyelonephritic attack in September 1944. 
From 1944 until April 1953 she was hospital- 
ized with recurrences of these acute febrile bi- 
lateral pyelonephritic and cystitic problems 
because of inability to control the infection 
with the customary supportive chemothera- 
peutic vitamin and antibiotic therapy. Upon 
discharge (April 28, 1953) cortisone, 2.5 mg. 
daily by mouth, was started. On May 15 the 
patient reported that she was “feeling fine” 
and gaining weight. By June 15 she had 
gained 5 pounds (2.3 Kg.). From this date 
until February 1956, at which time she moved 
to California, she took cortisone, 2.5 mg. per 
day, whenever she “felt herself slipping” and 
would take it for periods ranging from one to 
six weeks at a time. 





Fig. 2 (opposite).—A, section of prostate of a 
patient who died after chills and fever immedi- 
ately following urethral instrumentation prior to 
the current chemotherapeutic, antibiotic and anti- 
phlogistic era. B, section of kidney of same pa- 
tient. C, section from liver of same patient. Note 
innumerable embolic infectious foci. 
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It is noteworthy that no antihistamines 
were used in either of the 2 cases reported. 
The reason is that they were not con- 
sidered necessary. My former publica- 
tions’? contain information as to antihis- 
tamine therapy. 


Certain aspects of the method of utili- 
zation of the antiphlogistic endocrines and 
steroids are highly important, The dose 
employed should not be more than is 
necessary to produce a favorable response, 
and this dose is frequently not over 10 
mg. of the steroid or 10 units of ACTH. 
Chemotherapeutic agents and antibiotics 
should be continued after administration 
of the antiphlogistic substances has been 
discontinued. This is because of the in- 
terference with antibody formation inci- 
dent to antihistaminic therapy. 


There is no justification for concern 
over healing, electrolyte imbalance or 
other untoward reactions associated with 
the administration of small doses of these 
antiphlogistic substances. It is only when 
the corticoids are administered in doses of 
over 75 mg. or over a period of time that 
one need be concerned about the adminis- 
tration of these substances. There are 
times when the control of fever calls for 
the administration of as large a dose as 
600 mg. of the corticoids, according to 
Doctor Mark Lepper. This, of course, is 
rare and extremely frightening. Never- 
theless, one should not omit from one’s ex- 
perience the spectacularly effective results 
obtainable by using these substances, 
merely because unintelligent and inappro- 
priate dosages have been used in the past. 


CONCLUSIONS 


Relatively new therapeutic agents are 
available which make it possible to save 
lives that would otherwise be lost as a re- 
sult of acute catastrophic, postoperative 
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and other acute infectious inflammatory 
and shock syndromes, 


In the field of general resistance, in 
which recurrent attacks of acute pyuria 
occur frequently, there is available what 
seems to promise considerable improve- 
ment in control, i. e, antiphlogistic 
endocrines. 


As further contributions to the study 
of the mechanism of inflammation are 
made, the present armamentarium will be 
increased. 


When the antiphlogistic endocrines are 
administered in large doses in conjunction 
with chemotherapeutic and _ antibiotic 
agents, administration of the chemothera- 
peutic and antibiotic agents should be 
continued after the antiphlogistics have 
been gradually discontinued. 


The innumerable reports of untoward 
reactions to large doses of antiphlogistic 
corticoids and other endocrine substances 
should not discourage the use of these sub- 
stances in appropriate small doses, which 
are spectacularly effective. 


SCHLUSSFOLGERUNGEN 


Es steht uns heute eine Reihe von Heil- 
mitteln zur Verfiigung, mit deren Hilfe 
ein Leben gerettet werden kann, das sonst 
den Folgen akuter katastrophaler post- 
operativer oder anderer infektidser Ent- 
ziindungs- und Schockzustinde zum Opfer 
gefallen ware. 


In Krankheitsfallen mit herabgesetzter 
allgemeiner Widerstandsfihigkeit, wo es 
haufig zu wiederholten Anfallen von akuter 
Harnvereiterung kommt, scheint ein be- 
achtliches Mittel zur Kontrollierung dieser 
Zustande in den antiphlogistischen endo- 
krinen Driisenpraparaten gegeben zu sein. 


Zukiinftige Beitrige zur Kenntnis des 
Entziindungsmechanismus werden zu wei- 
terem Anwachsen unseres heutigen Arz- 
neischatzes fiihren. 
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Wenn grosse Dosen antiphlogistischer en- 
dokriner Driisenpraparate in Verbindung 
mit chemotherapeutischen und _ antibio- 
tischen Mitteln verabreicht werden, soll 
die Behandlung mit chemotherapeutischen 
und antibiotischen Medikamenten nach all- 
mihlichem Absetzen der antiphlogistischen 
Mittel fortgesetzt werden. 

Die zahllosen Berichte iiber unerwiinsch- 
te Nebenerscheinungen grosser Dosen 
der antiphlogistischen Kortikoide und an- 
derer endokriner Stoffe soilten uns nicht 
von der Verabreichung dieser Mittel in 
kleinen Dosen, die von eindrucksvoller 
Wirkung sind, abhalten. 


CONCLUSAO 


Agentes terapeuticos relativamente no- 
vos sao agora viaveis, o que torna possivel 
salvar vidas, que de outra forma estariam 
perdidas como resultado de catastrofe agu- 
da, infeccdes inflamatérias pés-operatérias 
ou de outros tipos agudos e sindromes de 
choque. 

No campo da resisténcia geral, no qual 
ataques recorrentes de piuria aguda ocor- 
rem frequentemente, s&o vidveis oque 
parece prometer consideravel melhora para 
0 controle, isto é, os endécrinos antiflogis- 
ticos. 

Conforme forem feitas contribuigées 
posteriores para o estudo do mecanismo 
da inflamacaéo, o arsenal presente sera 
aumentado. 

Quando os endocrinos antiflogisticos 
forem administrados em grandes doses em 
conjunto com os agentes quimoterapéuti- 
cos e antibiéticos, a administragao désses 
agentes deve ser continuada depois que os 
antiflogisticos forem gradualmente supri- 
midos. s 

Os inimeros relatérios de reacédes des- 
favoraveis as grandes doses de corticoides 
antiflogisticos e outras substancias end6- 
crinas nao devem desencorajar 0 uso des- 
sas substancias em pequenas doses apro- 
priadas, que sao espetacularmente eficazes. 
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Abbiamo a disposizione dei mezzi tera- 
peutici relativamente moderni che consen- 
tono di salvare delle vite che un tempo si 
sarebbero certamente perdute in consegu- 
enza di sindromi acute dovute a traumi, 
interventi chirurgici, processi infiamma- 
tori e shock. 

Nel campo della resistenza generale, ad 
esempio, abbiamo a disposizione sostanze 
che sembrano promettere grandi effetti e 
cioé gli ormoni antiflogistici. 

Man mano che si compiranno nuovi 
studi sul meccanismo dell’infiammazione 
aumentera anche ]’armamentario attuale. 

Quando si somministrano le sostanze 
antiflogistiche in grandi dosi in associa- 
zione ai chemioterapici e agli antibiotici, 
questi ultimi devono essere continuati an- 
cora per qualche tempo, dopo che i primi 
siano stati gradualmente sospesi. 

Le numerosissime comunicazioni sugli 
effetti nocivi delle forti dosi di corticoidi 


antiflogistici e di altre sostanze endocrine 
non deve distogliere dall’impiego di tali 
sostanze che, in dosi opportune, hanno 
effetti spettacolosi. 


CONCLUSIONS 


Des agents thérapeutiques relativement 
nouveaux sont a notre disposition nous 
permettant de sauver des vies qui autre- 
ment seraient perdues. Lors de crises ré- 
cidivantes de pyurée par exemple, nous 
disposons des antiphlogistiques dont |’em- 
ploi semble plein de promesses. Notre 
arsenal sera encore augmenté par les re- 
cherches en cours sur |’étude du mécanis- 
me de |’inflammation. 

Lorsque les antiphlogistiques sont ad- 
ministrés 4 hautes doses, associés aux 
agents chimiothérapiques et antibiotiques, 
ces derniers devraient continuer a étre 
donnés aprés la diminution progressive 
des antiphlogistiques. Les innombrables 
rapports de cas rebelles 4 de fortes doses 
de corticoides antiphlogistiques et d’autres 
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substances endocrines ne devraient pas dé- 
courager l’usage de ces substances a pe- 
tites doses appropriées, qui donnent des 
résultats positifs spectaculaires. 
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Aristotle, so far as I know, was the first man to proclaim explicitly that man 
is a rational animal. His reason for this view was one which does not now seem 
very impressive; it was that some people can do sums. He thought that there are 
three kinds of soul: the vegetable soul, possessed by all living things, both plants 
and animals, and concerned only with nourishment and growth; the animal soul, 
concerned with locomotion, and shared by man with the lower animals, and finally 
the rational soul, or intellect, which is the Divine mind, but in which men par- 
ticipate to a greater or less degree in proportion to their wisdom. It is in virtue 
of the intellect that man is a rational animal. The intellect is shown in various ways, 
but most emphatically by mastery of arithmetic. The Greek system of numerals was 
very bad, so that the multiplication table was quite difficult, and complicated cal- 
culations could only be made by very clever people. Nowadays, however, calcu- 
lating machines do sums better than even the cleverest people, yet no one contends 
that these useful instruments are immortal, or work by divine inspiration. As 
arithmetic has grown easier, it has come to be less respected. The consequence 
is that, though many philosophers continue to tell us what fine fellows we are, 


it is no longer on account of our arithmetical skill that they praise us. 
—Russell 





Spontaneous Pyeloduodenal Fistula 


Report of a Case 
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is a rather rare surgical entity. The 
purpose of this paper, with a report 
of 1 case and a review of the literature, is 
to stimulate discussion from more experi- 
enced urologists, and to obtain some ex- 
pression of their past experience which 
may help in establishing some facts about 
the relative frequency, the causation and 
the pathogenesis of this surgical disease. 
My interest in reporting this case was 
stimulated by an article that appeared in 
the June 1953 issue of the Journal of 
Urology, by Jones, Melendy and Flynn, of 
Boston. In this paper they reported a sim- 
ilar isolated case of spontaneous pyeloduo- 
denal fistula, which had occurred six 
months prior to my encountering the pa- 
tient whose case is here reported. Review 
of the bibliographies on spontaneous pye- 
loduodenal and nephroduodenal fistula 
revealed but few reported cases, but some 
interesting observations and information 
were obtainable. 


Etiologic Factors and Pathogenesis.— 
In the past the most prominent etiologic 
agent appears to have been tuberculosis. 
There may be some fallacy in this conclu- 
sion, however, for it is in the early re- 
ported cases that one notes the diagnosis 
of tuberculosis most commonly. Patholo- 
gists and surgeons in those days were 
highly suspicious of any chronic granulo- 
matous fistulous disease as being related 
to tuberculosis. It may be that in some of 
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the early reported cases in which the con- 
dition was attributed to tuberculosis the 
theory was a mistaken one. 

In general, one could state that any dis- 
ease process involving the perirenal fascia 
and the peripelvic fascia, can conceivably 
rupture into the intestinal tract at the site 
of the duodenum and present a fistulous 
opening between the pelvis of the kidney 
and the lumen of the duodenum. The in- 
teresting feature is the rarity with which 
this occurs, rather than its frequency. The 
other interesting fact is anatomic; the 
duodenal area in its second part lies in 
direct and intimate relation to the medial 
portion of the right kidney and its pelvis. 
In this region the duodenum lies bare on 
its posterior surface, without the protec- 
tive covering of a peritoneum, which, as is 
well known, offers a fairly resistant bar- 
rier to invasion by any inflammatory 
process. These anatomic facts show why 
an inflammatory reaction in the renal pel- 
vis or in the perirenal fascia could con- 
ceivably open into the posterior surface of 
the duodenum and result in a fistula. 

In this group of inflammatory causes 
may be included the presence of calculi in 
the renal pelvis. Whether the calculus pre- 
cedes the fistula or is a result of the dis- 
ease process is fairly hard to establish. It 
may be that inflammation within the renal 
pelvis itself can result in a peripelvic in- 
flammation, with a peripelvic abscess that 
ruptures into the second part of the duo- 
denum and the secondary formation of an 
infected stone in the renal pelvis. The re- 
verse phenomenon is also possible. Inflam- 
mation in the renal pelvis may be second- 
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ary to a renal calculus, resulting in a 
peripelvic inflammatory reaction, abscess 
and subsequent fistula into the duodenum. 
In this case the stone has preceded the for- 
mation of the fistulous tract. 


A second group of causes, of which the 
condition of Jones’ patient was an excel- 
lent example, consists of neoplastic dis- 
eases of the renal pelvis, with or without 
calculus formation, invading the adjacent 
second part of the duodenum and resulting 
in a pyeloduodenal fistula. 


A third group of causes that comes to 
mind, and of which at first I considered 
my case an example, includes the possibil- 
ity of a chronic duodenal peptic ulcer on 
the posterior surface of the duodenum, 
resulting in localized perforation with 
walling off of the inflammatory reaction, 
causing a local abscess posterior to the 
duodenum. Further extension of this in- 
flammatory process, through its pyogenic 
membrane, would rupture into the pelvis 
of the right kidney. In order to establish 
a diagnosis of this variety with preceding 
duodenal ulcer, one must have a primary 
history of gastrointestinal disturbance, 
followed by an acute episode and the on- 
set of symptoms referable to the urinary 
tract. This is difficult to establish unless 
the patient has been undergoing continu- 
ous observance over a long period. No 
proved cases of this have yet appeared in 
the literature. It should be pointed out, 
however, that this form of causation is not 
as far-fetched as it first sounds, for simi- 
lar circumstances exist in cases of recto- 
vesical fistula resulting from diverticulo- 
sis and diverticulitis of the colon and going 
on to local abscess formation and subse- 
quent rupture into the bladder. This 
brings to mind the possibility that the 
cause is a diverticulum of the second part 
of the duodenum. Diverticula of this por- 
tion of the duodenum are not uncommon, 
but most frequently they occur along its 
medial border. 


BAROOTES: SPONTANEOUS PYELODUODENAL FISTULA 


Symptoms. — The presenting symptoms 
of pyeloduodenal fistula may be divided 
into three groups: the gastrointestinal 
symptoms, the urinary symptoms, and 
finally the generalized symptoms of nutri- 
tion and cachexia. 


The gastrointestinal symptoms tend to 
predominate. Most patients have had 
either bouts or continuous periods of nau- 
sea, often accompanied by vomiting, epi- 
gastric fullness, belching, diarrhea and 
flatulence. Almost invariably they have a 
distate for food of any kind. If the origin 
of the disease is gastrointestinal prior to 
the formation of the fistula, these symp- 
toms should precede the urinary symp- 
toms. In any case, by the time the fistula 
has formed, the gastrointestinal symptoms 
tend to predominate. In the odd case, the 
passage of gas and intestinal material 
through the bladder per wrethra has been 
noted. 


The urinary symptoms are those of a 
generalized infection of the urinary tract 
or pyelonephritis of the right kidney, con- 
sisting of burning, frequency, dysuria and 
fever. Frequently, there is steady and 
continuous pain in the right flank. Often 
the urinary symptoms are preceded by an 
acute episode, during which one suspects 
that the fistulous tract has formed; the 
pyuria will persist through the entire 
course of the disease. In 1 interesting case 
a large, tender mass presented frequently 
in the right flank, which, on being 
squeezed, caused the emesis of urine, with 
subsidence of the mass. With the forma- 
tion of calculi in the infected renal pelvis, 
small pieces of gravel may travel down the 
right ureter, resulting in ureteral colic. 
The intensity of the vesical symptoms de- 
pends upon the amount of grossly pus- 
containing urine that descends to the 
bladder. 

The generalized symptoms, of course, 
are related to the marked inanition of the 
patient resulting from his poor nutritional 
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Data on Pyeloduodenal Fistula 





* 


Sex Age 
Case and Author Year of Patient of Patient 


Cause 


Treatment Outcome 





1839 F 45 


1. Rayer 


? Conservative Death 





. Barlow 1843 F 26 


Hydatid cysts 


Conservative Death 





. Bang 1874 22 


Tuberculosis 


Conservative Death 





4. Turner 1893 18 


Tuberculosis 


Conservative Death 





. Pulvertaft 1935 28 


Tuberculosis 


Conservative Death 


with calculi 





1935 28 


. Biondi 


Tuberculosis (7?) ; 


Operative Satisfactory 


perforated ulcer 





. King 1950 62 


Pyelonephritis 


Operative Satisfactory 


and perinephritis 





. Jones 1951 65 


Epidermoid 


Operative Death 


carcinoma and calculus 





. Barootes* 1951 48 


Present Case 


Renal calculus 
and pyelonephritis 


Operative Satisfactory 





*Case reported in this paper. 
After (1) King and (2) Jones and others. 


state. As the disease progresses and the 
appetite wanes, the gastrointestinal symp- 
toms worsen and the patient’s general 
nutrition suffers badly. Most such patients 
present themselves in a cachectic state, 
with great loss of weight and profound 
anemia. 


Physical Examination.—The results of 
physical examination are constant but 
few. Usually a hard palpable mass is pres- 
ent in the right upper abdominal quadrant 
or the right flank, and this is nearly al- 
ways tender. The patient’s weight loss, 
cachexia and anemia are obvious. Fre- 
quently, there is a septic type of fever. 


Diagnosis.—The diagnosis is most fre- 
quently made on the basis of urologic and 
roentgen examinations, in which the fistu- 
lous tract connecting the pelvis of the 
right kidney with the duodenum may be 
demonstrated. Seldom is the urologist 
certain of his diagnosis prior to this exam- 
ination, nor does he even suspect it. The 
roentgen demonstration of this fistulous 
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tract may be accomplished by an intra- 
venous pyelogram if the right kidney is 
continuing to function. If not, it is most 
commonly demonstrated by a retrograde 
pyelogram taken at cystoscopic examina- 
tion, in which the dye is injected into the 
pelvis and passes into the duodenum. Dili- 
gent roentgenographic study may occa- 
sionally demonstrate thin barium passing 
through the duodenum and being milked 
gradually by the roentgenologist into the 
pelvis of the right kidney, a phenomenon 
which I have been able to demonstrate. 


COMMENT 


It can be seen from the accompanying 
table, which was taken from King and 
from Jones, that not only are reports of 
the disease uncommon but the results are 
less than happy. The predominance of 
tuberculosis as a causative agent in the 
early cases, has been discussed and may be 
a matter of seeing and recognizing most 
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often what one knows best. It is note- 
worthy that in the cases managed surgi- 
cally in more recent years the results have 
improved. It is also worth pointing out 
that in 1 case calculus accompanied the 
formation of the fistula, as it did in the 
case here presented. In 1 other case, per- 
forated peptic ulcer of the type described 
in my comments on causation was sus- 
pected as an underlying etiologic agent. 
Perhaps sufficient stimulation will arise 
from further publication of such cases to 
produce more information about the fre- 
quency of the condition and the underlying 
etiologic factors. 


REPORT OF CASE 


A 48-year-old woman was admitted to the 
hospital in September 1951, with a complaint 
of intermittent bouts of pain in the right lum- 
bar region, of more than three years’ duration. 
The pain began in the right costovertebral 
angle, radiating forward into the groin and 
the loin, and was accompanied by bouts of 
burning, frequency and dysuria, with nocturia 
(twice). The symptoms had not been severe 
or disabling except in periods of acute exacer- 
bation, when hyperpyrexia and chills occurred. 

For many years the patient .had noticed 
gastrointestinal symptoms of various kinds— 
gradual loss of appetite, epigastric discomfort, 
particularly after the intake of food and fre- 
quently accompanied by postprandial belching, 
nausea and vomiting, which gave her some re- 
lief of symptoms. She had been aware of these 
gastrointestinal symptoms for six years, and 
from previous investigation it was known that 
she had cholelithiasis with chronic cholecys- 
titis. 

During the three years in which the urologic 
symptoms had been present, the loss of weight 
was profound (35 pounds, or 15.9 Kg.), from 
an average weight of 145 pounds (65.8 Kg.) 
to a weight of 110 pounds (49.9 Kg.) on ad- 
mission to the hospital. 

Six months prior to this admission she had 
been hospitalized elsewhere for urinary symp- 
toms and severe pain in the right upper ab- 
dominal quadrant. Acute pyelonephritis with 
a right staghorn calculus was observed, and an 
intravenous pyelogram showed no function of 
the right kidney. She was intensely ill at this 
time, and one could reconstruct the story in 
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tracing back the history to establish the fact 
that this was the period when the fistula be- 
tween the kidney and duodenum had probably 
formed. She recovered from this illness, but 
a second acute bout of gastrointestinal and 
urinary symptoms occurred two months later, 
and she was hospitalized elsewhere, at which 
time cholecystectomy and appendectomy were 
performed through a right upper quadrant 
incision. The surgeon who did this operation 
reported that no acute intraperitoneal process 
was present, and the pathologist’s diagnosis 
was “chronic cholecystitis with cholelithiasis.” 
The patient made a slow convalescence from 
this operation and continued to show gross 
pyuria, loss of weight and increasing anemia. 
Investigation for tuberculosis of the urinary 
tract was carried out, with negative results. 

Because of the continuation of weight loss 
and the urinary pathologic condition, the pa- 
tient was referred to me in Regina and ad- 
mitted to the hospital. At this time she ex- 
hibited marked cachexia, a poor appetite and 
obvious anemia, as well as inability to assimi- 
late anything but fluids. She was running 
about 2 degrees of fever through the day. 
The urine showed 200 to 300 pus cells, and a 
large mass was present in the right upper 
abdominal quadrant. By this time the urine 
cultures done elsewhere for tuberculosis had 
been reported as “negative.” 

The large mass in the abdomen extended 
into the right upper quadrant. The lateral 
border was discrete and tender, but the medial 
border was confluent with the rectus muscles 
and with the previous surgical incision for 
cholecystectomy. A midline infraumbilical 
scar was present, which bore evidence of a pre- 
vious cesarean section twelve years earlier. 

The essentials of. the investigation were 
minimal. The value for blood urea was 35 mg. 
per hundred cubic centimeters. Hematologic 
tests revealed secondary anemia, with 52 per 
cent hemoglobin. The leukocvte count was 
elevated to 17,600 per cubic millimeter, with a 
predominance of polymorphonuclear leuko- 
cytes. Repeated cultures of the urine showed 
a heavy growth of colon bacillus. 

At cystoscopic examination, an edematous, 
swollen right ureteral orifice was noted, with 
two large areas of ulceration in this region of 
the bladder. Indigo carmine dye given intra- 
venously appeared from the left kidney in good 
concentration in four minutes, but not at all 
from the right kidney in fifteen minutes. A 
catheter passed to the renal level of the left 
side produced clear urine, normal on culture, 
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but a catheter inserted on the right side would 
pass only 22 cm., at which level washouts re- 
vealed brownish dirty pus containing Bacillus 
coli. The most striking signs were in the 
retrograde pyelogram. A large staghorn cal- 
culus was noted in the region of the right 
kidney. When dye was injected via the ure- 
teral catheter it passed readily into the duo- 
denum, outlining the first, second and third 
parts of the duodenum and the jejunal duo- 
denal flexure. 

On seeing these films I hastened to the ward 
to reexamine the patient, worried lest the 
trauma of catheterization had caused this fis- 
tula.’ It was a relief to find the patient sitting 
up comfortably in bed and having a drink of 
clear soup. There had been no change in her 
condition from the previous hour. 

Subsequently, with the help of the roentgen- 
ologist, I was able to demonstrate a niche and 
a crater connecting the duodenum to the renal 
pelvis. The material gathered in washing out 
the right renal pelvis showed contamination 
with duodenal contents. 

In retracing the history, I was unable to 
establish any clearcut history of peptic ulcer 
prior to the onset of urinary symptoms. The 
gastrointestinal history at this time was most 
suggestive of cholecystic disease, although not 
even too strongly indicative of this. Certainly, 
at the previous laparotomy, no connection be- 
tween the gallbladder condition and the stones 
could be made with a posterior peritoneal cov- 
ering. The large renal staghorn calculus had 
been seen some three months prior to the gall- 
bladder operation. 

The preparation of the patient, because of 
her poor general condition, required several 
transfusions and the routine used for a gas- 
trectomy. 

At operation, through a generous right lum- 
bar incision, a fairly marked inflammatory 
reaction of the perirenal area was observed. 
The entire perirenal fascia was adherent to 
all the surrounding tissues, and the right 
adrenal gland was well cemented to the upper 
pole of the kidney. The specimen was dissected 
en bloc down to the renal pedicle, which was 
fibrosed by inflammatory periarteritis and al- 
most obliterated. The soft pultaceous stone 
could be palpated in the renal pelvis, and, as 
one approached the thick, hard fistulous tract 
entering the posterolateral surface of the duo- 
denum, no distinction could be made between 
pelvis and duodenal wall. The ureter and the 
renal pedicle were clamped and ligated. I then 
cut across the tract, at the site in which the 
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duodenum seemed to be located. It was most 
interesting to look into the duodenum from 
this surface opposite the common bile duct. 
There was no evidence at operation to support 
the theory that a duodenal ulcer crater might 
have been present in this area, for there was 
no fibrosis of the duodenum itself. There was 
no evidence of a duodenal diverticulum. The 
edges of the fistulous opening were resected 
down to normal duodenal tissue, and this open- 
ing was closed as one would close a duodenal 
stump in a gastrectomy. I considered leaving 
a thick catheter down to the site of perfora- 
tion in case of any dire postoperative compli- 
cations, but finally decided to leave a Penrose 
wick drain and closed the wound in the usual 
manner. 

The patient did quite well postoperatively. 
When the renal pelvis was cut across some soft 
pultaceous stone escaped into the wound, and 
this was discharged subsequently in the course 
of the next few weeks. 


COMMENT 


Unfortunately, I did not see this patient 
for about one year, at which time she 
dropped into the office to pay her respects 
to one of the nurses who was a personal 
friend of hers. Her friend did not recog- 
nize her; she had gained some 45 or 50 
pounds (20.4 to 22.7 Kg.). Postoperatively 
her weight had dropped to 90 pounds (40.8 
Kg.), and at this time, one year after the 
operation, her weight was 147 pounds 
(66.7 Kg.). I have seen her on a few oc- 
casions subsequently, when she has come 
to Regina, and have taken some follow-up 
films. The first, an intravenous pyelogram, 
showed normal function of the remaining 
kidney, with no evidence of a right kidney. 
Additionally, I took a gastrointestinal se- 
ries some few months ago, which showed 
no evidence of an ulcer crater or of any 
duodenal deformity. 

At the time of writing the patient is in 
excellent health and is working to support 
a rather large family. Laboratory values, 
including hemoglobin, leukocyte count, 
ete., are within normal limits, and the 
level of blood urea remain at 25 mg, per 
hundred cubic centimeters. Urinalysis 
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shows no evidence of albumin, sugar, pus 
or blood. 


A few points of interest are as follows: 


1. The underlying cause of this sponta- 
neous pyeloduodenal fistula has not been 
definitely established. I could not prove 
duodenal ulcer with a local perforation as 
the cause of the fistula, with later calculus 
formation. It is attributed to calculous 
disease of the renal pelvis resulting in 
peripelvic inflammation and an abscess 
that subsequently ruptured into the second 
portion of the duodenum. 


2. I have been able to rule out tubercu- 
losis as an etiologic agent. 


3. The pathologist reported the kidney 
as showing chronic pyonephrosis with cal- 
culus. Special examinations and staining 
for tuberculosis have failed to reveal any 
evidence of this. 


4. Sections of the renal pelvis taken 
from various areas have failed to reveal 
any evidence of carcinoma of the renal 
pelvis, and subsequent follow-up has dis- 
proved this. 


CONCLUSIONS 


An additional case (the ninth) of spon- 
taneous pyeloduodenal fistula with calcu- 
lus formation is presented, including the 
history and the success of management by 
surgical intervention, 


A short tabular review of the previous 
cases recorded in the literature is pre- 
sented. 


A discussion of the underlying etiologic 
and pathogenetic factors, together with 
the symptoms and management is in- 
cluded. 


Obviously, successful treatment is 
achieved only with surgical repair of the 
fistulous tract. 


BAROOTES: SPONTANEOUS PYELODUODENAL FISTULA 


CONCLUSIONI 


Viene presentato un nuovo caso (il no- 
no) di fistola spontanea con formazione di 
un calcolo, operato con successo; vengono 
anche riportati in sintesi tutti i casi pre- 
cedenti. 


Viene trattata l’etiologia e la patogenesi 
della affezione, i suoi sintomi e la cura. 
Naturalmente la guarigione si pud ottenere 
soltanto con la terapia chirurgica. 


SCHLUSSFOLGERUNGEN 


Es wird itiber einen weiteren (den neun- 
ten) Fall einer pyeloduodenalen Spontan- 
fistel mit Steinbildung einschliesslich der 
Krankheitsgeschichte und des Behandlung- 
serfolges mit chirurgischem Ejingriff be- 
richtet. 

Die Arbeit enthalt eine kurze tabella- 
rische Ubersicht iiber die friiher publizi- 
erten Fille. 

Die der Erkrankung zugrunde liegenden 
ursdéchlichen und pathogenetischen Um- 
stande, die Krankheitserscheinungen und 
die Behandlung werden erértert. 

Offenbar fiihrt ausschliesslich die chir- 
urgische Reparatur des Fistelganges zu 
therapeutischem Erfolg. 


CONCLUSOES 


O autor apresenta um caso adicional 
(nono) de fistula espontanea com forma- 
cao calculosa, incluindo o histérico e o 
sucesso do tratamento pela intervencao 
cirtrgica. 

Apresenta uma pequena revisao em qua- 
dro dos casos anteriores registrados na 
literatura. 

Inclui uma discussao dos fatores pato- 
genéticos e etiol6gicos fundamentais, jun- 
tamente com os sintomas e tratamento. 

Torna-se 6bvio que o tratamento bem 
sucedido sé é alcancado pelo reparo cirtr- 
gico do tracto fistuloso. 
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CONCLUSIONS ture. 


’ 2 7ae . 
L’anamnése d’un cas supplémentaire L’auteur discute les facteurs étiologiques 


(le neuviéme) de fistule spontanée avec ¢t Pathogéniques qui sont a la base de 
formations calculeuses est présenté. Guéri- cette affection, ainsi que sa symptomato- 
son par intervention chirurgicale. logie et son traitement. A son avis seule 

Un tableau rappelle briévement les cas _—sune intervention chirurgicale peut amener 
précédemment mentionnés dans la littéra- la guérison dans ces cas. 


The great century [the nineteenth] rolled on and the pioneers in the art of healing 
saw victories taking shape. Joseph Lister, the newest prophet, was subduing that 
great cause of pain, the burning inflammation of the human tissues caused by 
microbes, Surgeons had put away their Prince Albert frock coats in which needles 
and sutures for sewing up the human organs were threaded like hooks in a fly- 
fisher’s jacket, and everywhere the old art of healing was being penetrated by 
science. Chemistry and bacteriology were to prove that human bodies are simply 
machines, and that to heal them means understanding their laws. 


Today we take for granted that there is a pure science of healing which can be 
cultivated apart from actual sick people, in rooms where microbes are grown like 
vegetables, where new drugs are made out of old poisons, where viruses unseen by 
any eye are measured, where a drop of your blood or a tiny speck of your liver 
can be examined like the core of an apple, and the secret malady of an individual 
patient may be measured in milligrams. This is all commonplace today. But the 
beginnings of scientific medicine were very different. 


—Williams 
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breast as a cause of death in women 

in the area I serve is 3.9 per cent. 
This is significant in its relation to the 25 
per cent incidence of carcinoma of the 
breast in women among all cancers report- 
ed in Massachusetts. In general, approxi- 
mately 40 per cent of patients with carci- 
noma of the breast are alive and free from 
evidence of the disease five years after 
radical mastectomy. Extending the scope 
of the radically removed breast to include 
the internal mammary chain, one-half of 
the sternum, the costal cartilages of the 
ribs, etc., as practiced by Urban, Wangen- 
steen and others, has altered these survival 
figures but little. As a matter of fact, 
McWhirter has claimed that simple mas- 
tectomy plus adequate roentgen therapy 
(3750 r) offers as good a five-year survival 
rate as does radical therapy. 

There remain, then, 6 out of each 10 pa- 
tients who will require further manage- 
ment of their disease by additional tech- 
nics, Recent studies, stemming from 
Beatson’s report (1896) that castration 
results in improvement in recurrent or 
metastasizing cancer of the breast, have 
presented a series of approaches which 
offer much to the well-being of these 
women and an apparent increase in the 
duration of their survival. At the onset 


Tee incidence of carcinoma of the 
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it must be noted that women with un- 
treated carcinoma of the breast survive 
for an average period of thirty-nine 
months. Any improvement in survival 
time must be compared to this basic figure. 

The problem to be discussed here con- 
cerns the patient with either inoperable 
disease —local cutaneous involvement 
(peau d’orange), large axillary metasta- 
ses, contralateral disease or distant metas- 
tasis—or with recrudescence of the disease 
after therapy previously applied. I am 
purposely omitting mention of roentgen 
therapy in this article, since it has been 
widely covered in the literature. 

There is a definite relation between the 
development of mammary carcinoma and 
the onset of the menopause: five times as 
many women with this disease have a late 
menopause as compared with normal 
women; 54 per cent still menstruate be- 
yond the age of 50. Cortical stromal hy- 
perplasia of the ovary is present in 86 to 
90 per cent of elderly women with carci- 
noma of the breast, as opposed to 34 per 
cent of “senile” women without the dis- 
ease. 

The establishment of lactation for four 
to six months reduces the incidence of 
mammary carcinoma. The lesion is more 
common in unmarried than in married 
women and occurs more frequently in 
nulliparous married women than in mar- 
ried multiparae. On the other hand, pro- 
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tracted nursing (one to two years) is also 
hazardous in this regard. The role of the 
obstetrician in the management of this 
disease has frequently been overlooked. 

To understand the natural history of 
carcinoma of the breast, one must divide 
the lesions into several categories, which 
will assist in the choice of therapy. 

Approximately 40 to 50 per cent of 
young patients (premenopausal and ten to 
twenty years postmenopausal) have “es- 
trogen stimulated” tumors; that is to say, 
the tumors are to some degree responsive 
to hormonal factors. Therefore, after 
careful clinical and roentgen evaluation, 
the endocrine status of the patient should 
be considered. Recent laboratory studies 
help in this respect. Urinary estrogens, 
calcium excretion and follicle-stimulating 
hormone determinations are helpful also. 

The approach of the clinician to the 
problem of management thus can be pre- 
sented as follows :* 

Where adequate laboratory facilities are 
available, estimation of the estrogen out- 
put and of calcium excretion in the urine, 
with the response of these to the adminis- 
tration of stilbestrol, may be helpful at 
times. Since all patients under observa- 
tion and treatment for this disease have an 
identical fatal outcome, however, the clin- 
ical approach on an empiric basis may be 
useful where limited laboratory facilities 
are a factor. 

1. Castration, preferably surgical, 
should be carried out for every patient in 
this group at the appearance of recrudes- 
cence of the disease. Roentgen castration 
is less effective and the results less pre- 
dictable. The operation is generally innoc- 
uous, and a favorable response is to be 
expected in 40 per cent of the patients thus 
treated. . 

2. Estrogens should rarely be used for 
any patient in this category. 

*Limitations of space will confine most of my comments 


to the young patient (premenopausal) and also the patient 
from ten to twenty years past menopause. 


548 
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8. Androgens are available and are 
widely useful to many of these patients. 
Testosterone propionate (75 to 150 mg. 
given intramuscularly three times weekly) 
is most often used and offers evidence of 
objective improvement in 40 per cent of 
“estrogen stimulated” tumors. The medi- 
cation must be continued for four weeks 
before its effectiveness can be evaluated. 
The regressions may be visible by roent- 
genogram (bone metastases) or clinically 
(skin and soft tissue tumor). Gain in 
weight is common. Euphoria is frequently 
a desirable side effect. Decrease in pain 
due to metastatic disease may occur quite 
dramatically, resulting in ambulation of 
the bedridden patient. 


Side effects that are almost universally 
present at this level of testosterone pro- 
pionate administration are hirsutism, acme 
vulgaris and hoarsening of the voice. In- 
crease in libido and growth of the clitoris 
occur after several months of therapy and 
may become troublesome. More serious, 
however, are the toxic manifestations— 
hypercalcemia and fluid retention. Cal- 
cium tetany can be fatal and must be espe- 
cially guarded against in the case of the 
bedridden patient with bony metastases. 
Excessive fluid retention, which occurs in 
some degree in all these patients, can re- 
sult in congestive failure in the patient 
with cardiovascular or renal disease. 


Oral medication in the form of methyl 
testosterone (40 mg. daily) may occasion- 
ally result in a similar regression of the 
disease. The same side effects and toxic 
manifestations can be expected with this 
route of administration as are observed 
with testosterone propionate given intra- 
muscularly. In addition, methyl testo- 
sterone causes occasional jaundice to ap- 
pear, but this generally subsides with 
cessation of the therapy. 

I have used a weakly virilizing andro- 
gen, methylandrostenediol (M.A.D.) over 
the past five years, with salutary effects. 
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The dose is 150 mg. in pellet form, im- 
planted subcutaneously at two-week inter- 
vals. Although the incidence of regression 
under this therapy equals that obtained 
with testosterone propionate, the degree 
of virilism, hirsutism, hypercalcemia and 
water retention associated with M.A.D. is 
markedly lower. There have been no in- 
stances of severe side reaction in more 
than 75 patients now treated with M.A.D. 
by this method, and the response to ther- 
apy remains approximately what one 
would expect from testosterone deriva- 
tives. 

The remissions, when obtained under 
androgen therapy, last for six to eighteen 
months, and 1 patient I have treated with 
M.A.D. has remained alive and quite well 
for seven years since therapy was under- 
taken. 

4. When exacerbation occurs, one still 
has several strings in one’s bow that may 
result in repeated remissions. Frequently 
the exacerbation has been related to in- 
crease in estrogen production by, presum- 
ably, the adrenal gland. Cortisone by 
mouth (150 mg. daily for three days and 
reduced by 25 mg. daily every third day 
until a maintenance dose of 50 mg. daily 
is reached) should next be offered. A dose 
of 300 to 400 mg. per day of cortisone in 
the terminal stages of the disease may es- 
tablish temporary control again. Side 
effects are frequent—peptic ulcer with 
perforation, diabetes mellitus, water and 
salt retention with edema, cardiac failure 
and pulmonary edema. Exacerbation of 
inflammatory disease, such as quiescent 
tuberculosis, may also occur, and appro- 
priate safeguards and countertherapy are 
offered as indicated. 

Fluorohydrocortisone can be used in 
doses of 5 mg. daily. Prednisone is used 
in doses of 24 to 30 mg. per day. 

With the administration of corticoids, 
remissions may last four to six months, 
although some patients have remained 
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quite well for eighteen months or longer. 
The osteoporosis that results from pro- 
longed administration of cortisone is an 
indication for continuation of androgen 
therapy. Should these therapeutic means 
fail, one can turn to additional surgical 
procedures. 

5. Adrenalectomy can be offered next in 
line, and good remissions may be expected 
in up to 45 per cent of cases. The duration 
of remission may be as much as two years. 

6. Hypophysectomy remains as a thera- 
peutic measure that may be offered to 
those in whom the beneficial effects of the 
previous steps are disappearing and those 
in whom the response has been less than 
satisfactory. Approximately 50 per cent 
of patients treated with hypophysectomy 
have shown good remission. This effect 
may be due to the elimination of pituitary 
mammotrophic hormone and its suppor- 
tive effect on carcinoma of the breast. 


SUMMARY 


In summary, then, for the young patient 
(premenopausal and ten to twenty years 
postmenopausal), management of ad- 
vanced carcinoma of the breast can be 
offered in the following steps: (a) castra- 
tion; (b) androgen therapy; (c) adminis- 
tration of cortisone; (d) adrenalectomy, 
and (e) hypophysectomy. 

It must be emphasized that the side 
effects of these approaches are serious but 
manageable. Hope for the prolonged sur- 
vival in reasonably good health of these 
women is real today, and hope for the fu- 
ture is burning brightly. 


SUMARIO 


O autor discute o tratamento de car- 
cinoma mamario adiantado, chamando a 
atencao para o fato de que carcinoma nao 
tratado dé em média uma sobrevida de 39 
meses. Ele limita seu artigo presente a 
mulheres com neoplasmas inoperaveis—en- 
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volvimento local da pele (peau d’orange), 
extensa metastases nas axilas, moléstia 
contralateral ou metastases distantes—mu- 
Iheres com doenca recrudescente que ja 
sofreram terapia anterior. 

Para as mulheres antes da menopausa e 
aquelas que passaram a menopausa dé 10 
a 20 anos, o tratamento do carcinoma ma- 
mario avancado é assim descrito: (1) 
castracaéo, (2) terapia androgena, (3) ad- 
ministracaéo de cortizona, (4) adrenalec- 
tomia e (5) hipofisectomia. O autor sali- 
enta o fato de que ésses passos tém sérios 
efeitos laterais, mas sao geralmente con- 
trolaveis, e ha bastante esperanca de um 
periodo substancialmente prolongado de 
sobrevida. 


RIASSUNTO 


L’Autore esamina il trattamento del car- 
cinoma mammario avanzato, facendo pre- 
sente che qualora esso non venga operato 
si ha una media di sopravvivenza di 39 
mesi. Egli si limita, in questa discussione, 
a prendere in considerazione le donne con 
tumore inoperabile—interessamento della 
cute (buccia d’arancio), grandi metastasi 
alle ascelle, diffusione controlaterale 0 me- 
tastasi a distanza—e le donne che, gia 
sottoposte a terapia, presentano una re- 
crudescenza del male. 

Per le donne in pre-menopausa e per 
quelle che l’hanno superata da 10 a 20 anni 
il trattamento del carcinoma mammario 
avanzato é il seguente: 1) castrazione, 2) 
terapia androgena, 3) somministrazione 
di cortisone, 4) adrenalectomia e 5) ipo- 
fisectomia. L’Autore fa presente che tutte 
queste operazioni hanno effetti collaterali 
gravi ma sono generalmente ben tollerate 
e danno speranza ad un periodo di soprav- 
vivenza maggiore. 


. 


ZUSAM MENFASSUNG 


Der Verfasser erdrtert die Behandlung 
des vorgeschrittenen Brustdriisenkrebses 
und weist darauf hin, dass das unbehan- 
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delte Karzinom der weiblichen Brust eine 
durchschnittliche Lebensdauer von 39 Mo- 
naten mit sich bringt. Die vorliegende 
Arbeit beschrankt sich auf Frauen mit in- 
operablen Geschwiilsten (Beteiligung der 
Haut—peau d’orange—ausgedehnte Meta- 
stasen in den Achseldriisen, Beteiligung 
der anderen Brustdriise oder Fernmeta- 
stasen), die nach vorangegangener Be- 
handlung riickfallig oder schlimmer ge- 
worden sind. 

Fiir Frauen vor dem Klimakterium und 
fiir Frauen 10 bis 20 Jahre nach der 
Menopause werden die folgenden Schritte 
zur Behandlung des vorgeriickten Brust- 
driisenkrebses angegeben: 

1. Kastrierung. 

2. Behandlung mit minnlichen Keim- 
driisenhormonen. 

3. Verabreichung von Kortison. 

4. Resektion der Nebennieren. 

5. Resektion der Hypophyse. 

Der Verfasser hebt hervor, dass diese 
Behandlungsformen mit schweren Neben- 
erscheinungen einhergehen, die sich je- 
doch im allgemeinen kontrollieren lassen, 
und dass sie zur Hoffnung auf erhebliche 
Lebensverlaingerung berechtigen. 


RESUME 


L’auteur discute le traitement du car- 
cinome avancé du sein, dont la survie 
moyenne dans les cas non traités est de 
39 mois, II limite la présente étude aux 
cas de néoplasmes inopérables—avec ex- 
tension locale 4a la peau (peau d’orange), 
métastases étendues de la région axillaire, 
affections controlatérales ou métastases 
éloignées—et aux cas de récidive aprés 
traitement. 

Il décrit les méthodes suivantes pour les 
carcinomes avancés avant la ménopause 
et entre dix et vingt ans aprés la méno- 
pause: 1) castration; 2) administration 
d’androgénes; 3) cortisone; 4) adrénalec- 
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tomie; 5) hypophysectomie. L’auteur sou- peut en général combattre, permettent 
ligne le fait que ces thérapeutiques, malgré d’espérer une prolongation substantielle 
leurs effets secondaires sérieux que l’on de la vie des malades. 


If the pain is below the diaphragm and does not seem to extend towards the 
clavicles, the belly should be softened with either black hellebore or purple spurge, 
adding to the black hellebore, parsnip, seseli, cummin, anise or some other fragrant 
herb, and to the purple spurge the juice of silphium. These are also similar in 
effect if mixed with each other. But black hellebore gives a better evacuation and one 
more likely to produce a crisis, while purple spurge is better for breaking up 
wind. Both stop pain as do many other purgatives, but they are the best of those 
I know. Purgatives administered in the gruel are also helpful, so long as they are 
not too unpleasant owing to bitterness or any other unpleasant taste, or owing to 


the size of the dose or colour or anything else that may make them distasteful. 


When the patient takes the purge, he should immediately be given a quantity 


of gruel not noticeably less than that to which he is accustomed. It is however 


customary to give no gruel during the purging. When purging stops, the less gruel 


than usual should be given, the amount subsequently being increased so long as 


the pain remains alleviated and no other contrary indication appears. 


If it is proposed to give only barley-water, my advice is the same. I believe it to 
be better to start giving gruel right away than to empty the body and then start 
a diet of gruel on the third, fourth, fifth, sixth or seventh day, unless the disease 


has already reached a crisis within that period. 
—Hippocrates 





Vulvitis 
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skin of the composite structure known 

as the vulva arises from the wrogeni- 
tal sinus. The fetal milk line, which ex- 
tends into the vulva, leaves the anlagen of 
the apocrine glands. Phylogenetically 
these glands exist in the vulva of the dol- 
phin and in that of the lemur. In the 
human being they are classified as mero- 
crine—apocrine and holocrine. 

During secretion the “epithelial gland 
cells” remain intact in the merocrine; then 
degenerate in the holocrine, while the cyto- 
plasm is extruded in the apocrine (sweat 
gland). The latter are more apt to give 
origin to the rare sweat gland tumors 
(hydradenoma) that occur in the region 
of the vulva. 

The presence of these vulvar glands may 
be governed by factors other than embryo- 
logic, as the organization of body tissues 
depends on function; i.e., function governs 
form. 

Embryonic development reveals struc- 
tural anatomic similarities between the 
mouth and the vulva. Both areas, situated 
at the cranial and the caudal end of the 
gastrointestinal tract, are selective sites 
for certain dermatologic entities, such as 
leukoplakia. Secretions from the salivary 
and the Bartholin glands are both alka- 
line, and both are subject to autonomic 
nervous control. Sebaceous glands on the 
vermilion border of the lips and on the 
labia minora open directly onto the sur- 
face, as both are devoid of hair follicles. 


Fr skin ofthe composite speaking, the 
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Both areas are richly endowed with nerves 
and with lymph and blood vessels. Both 
respond tinctorially to cyclic menstrual 
changes and to systemic vascular changes 
associated with anoxia, anemia and jaun- 
dice. Secretion is increased at both sites 
during pregnancy. 

Anatomic Background.—Topographical- 
ly the skin of the vulva extends anteropos- 
teriorly from the mons veneris to the 
second and third sacral vertebrae; later- 
ally, to the cruroinguinal folds, 

The vulva includes the mons veneris, 
with its female hirsute escutcheon; the cli- 
toris; the labia, minora and majora; the 
Bartholin glands; Skene’s and para-ure- 
thral ducts; the hymen, which separates 
the vestibule and the vagina, and the peri- 
neum. 

Opening onto the vulva are the orifices 
of the meatus urinarius and the vagina. 
The subepithelial structures—the nerves, 
fat, connective tissues, smooth muscle fi- 
bers and arteriovenous tree—are subject 
to benign or malignant neoplasia as are 
other regions of the body. The lymphatic, 
arterial and venous supply are unique in 
their clinical importance. 

Nerves.—The nerve supply is of special 
interest to the gynecologist and to the 
dermatologist. 

The nerves consist of both sensory and 
motor fibers, and are partly sympathetic 
and parasympathetic, derived from the 
hypogastric plexus, and partly spinal, de- 
rived principally from the pudendal plexus, 

The anterosuperior part of the vulva is 
supplied by cutaneous branches from the 
ilioinguinal nerve; the _ posteroinferior 
part, by pudendal branches from the poste- 
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rior femoral cutaneous nerve. Between 
these two groups of nerves the vulva is 
supplied by the posterior labial and the 
perineal branches of the pudendal nerve. 
The pudendal nerve arises from the sec- 
ond, third and fourth sacral levels. Leav- 
ing Alcock’s canal, its branches spread out 
in a “Spanish fan” pattern, with motor and 
sensory fibers to supply the integument 
and the sphincteric musculature of the 
vulva. These branches are (a) the inferior 
hemorrhoidal nerve, to the muscle of the 
external sphincter and to the integument 
around the anus; (b) the perineal nerve, 
to the skin of the labium, the anterior part 
of the perineum and the sphincteric mus- 
cular group, and (c) the dorsal nerve of 
the clitoris, to the glans clitoridis, with 
fibers to the sympathetic cavernous plexus, 
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which supplies all of the erectile tissue. 

The ilioinguinal nerve, arising from the 
first lumbar level, courses via the inguinal 
ring to the mons veneris and the labia. The 
genitofemoral (genitocrural) nerve, its ex- 
ternal spermatic branch has the same 
origin and runs via the round ligament to 
the labia. 

The posterior femoral cutaneous (small 
sciatic) nerve arises from the first, second 
and third sacral levels and sends a branch 
to the skin of the perineum. Perforating 
branches arising from the second and third 
sacral levels and a perineal branch from 
the first are also present. Finally to be 
included are the sacrococcygeal nerves. 

Fascia.—1. Camper’s fascia, the more 
superficial of the two fasciae concerned, 
consists of a fatty layer, continuous with 





TABLE 1.—Histologic Appearance of the Tissue and of the Fungi in Cases of Fungous 
Disease (W. F.. Lever) 





R Histologic Appearance of 
Disease Tissue 


Average Size : 
of Fungus; Appearance of Fungus in 
Microns issue 





Moniliasis 


formation 


When invasive: nonspecific 
granulation tissue with abscess 


4 Mycelial threads and budding as 
well as nonbudding yeast cells 
(spores); round, thick-walled cells 
in giant cells and tissue; budding 





Blastomycosis Epithelial hyperplasia; 


forms 


. tuberculoid granulation tissue 


with formation of small 
abscesses 





Torulosis 
with extensive caseation 


Chronic inflammatory infiltrate 


Round cells with wide gelatinous 
capsule 





Chromoblastomycosis Like blastomycosis 


Round, thick-walled, dark-brown 
cells, often in clusters. Some cells 
possess cross walls. 





Coccidioidomycosis 


Primary lesions: like blas- 
tomycosis. Secondary lesions: 
tuberculoid granulation tissue 
with central suppuration and 
ulceration 


Round, thick-walled cells with 
granular cytoplas. Larger cells con- 
tain endospores 





Actinomycosis 


Nonspecific granulation 
tissue with abscess formation 


Large, irregularly lobulated gran- 
ules with branching filaments and 
club formation at the periphery; 





Sporothrichosis 


Primary lesion; nonspecific 
granulation tissue. Subcu- 
taneous nodules: three zones: 
chronic suppurative, tuber- 
culoid and syphiloid zone 


usually no fungi; occasionally 
asteroid forms of fungous cells are 
present 





Histoplasmosis 


Chronic granuloma with foci 
of necrosis 


Numerous round cells enclosed by 
a capsule lie in the cytoplasm of 
large histiocytes 
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TABLE 2.—Ulcerative Lesions of the Vulva (Faulkner and Douglas) 





Syphitis: chancre; condyloma latum; gumma (rare) 


Characteristics when typical: (a) Indurated punched-out ulcer; (b) flat raised moist papules; 
(c) indurated indolent ulcer 


Frequent associated lesions: Other evidence of syphilis; nonsuppurative inguinal adenitis 


Diagnosis by: Dark field examination; serologic tests 





Chancroids: 
Characteristics when typical: Soft dirty ulcers, usually with undermined edges 
Frequent associated lesions: Suppurative inguinal adenitis (buboes) 


Diagnosis by: Smear for Ducrey bacillus; culture when special facilities available; 
intradermal bacillary antigen test 





Granuloma Inguinale: 
Characteristics when typical: Spreading ulcer with beefy red granulations 


Frequent associated lesions: Spreads by skin continuity to form “pseudo” bubo (subcutaneous 
granuloma) 


Diagnosis by: Smear of small granulations for bipolar gram-negative bacillus 
(Donovan bodies) 





Lymphogranuloma Inguinale: lymphopathia venereum; subacute inguinal lymphogranulomatosis ; 
climatic bubo 


Characteristics when typical: Evanescent primary ulcer usually unobserved; later, extensive scar- 
ring and secondary ulceration due to lymphatic involvement 


Frequent associated lesions: Lymphatic spread to produce (a) suppurative inguinal adenitis with 
chronic sinuses, and (b) rectal stricture with chronic fistulas 


Diagnosis by: Intradermal Frei test; culture of virus when facilities available 
Biopsy: nonspecific granulomatous inflammation 





Herpes Genitalis: 
Characteristics when typical: Pruritic grouped vesicles to secondary ulcer; tendency to recur 
Frequent associated lesions: Slight inguinal adenitis 


Diagnosis by: Clinical characteristics; culture possible but seldom practical 





Acute Ulcer, Lipschiitz (usually herpes genitalis) : 
Characteristics when typical: Shallow dirty ulcer or ulcers 
Frequent associated lesions: Said to be occasional similar oral ulcer 


Diagnosis by: Smear of culture for B. crassu (no proof that this organism is the 
pathogen) 





Tuberculosis (rare): 
Characteristics when typical: Indolent ulcer, painful, punched out 
Frequent associated lesions: Other tuberculous signs 


Diagnosis by: Biopsy: tissue stain for signs of tubercle bacillus 





Carcinoma, primary or secondary: 


Characteristics when typical: Nodular ulcer 


Frequent associated lesions: Usually leukoplakia with primary carcinoma; carcinoma elsewhere 
: when secondary 


Diagnosis by: Biopsy 
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that on the lower portion of the anterior 
abdominal wall and posteriorly with the 
fat in the ischiorectal fossa. 

2. Colles’ fascia, the strong, deep mem- 
branous layer, is continuous with Scar- 
pa’s fascia, i.e., the deep layer of the su- 
perficial abdominal fascia. It is limited 
to the anterior half of the perineum. The 
vulval fascia is a continuation of the endo- 
pelvic fascia. 

Lymphatics.—These are of paramount 
importance because of their potentiality 
for disseminating malignant cells. The 
vulvar tissues are rich in lymphatics, 
which intercommunicate not only anteri- 
orly and posteriorly but bilaterally. The 
regional lymph nodes through which these 
channels drain are the superficial and deep 
inguinal, the femoral, the saphenous, 
Cloquet’s, the external and internal iliac 
(hypogastric), the obturator, the common 
iliac, and the aortic, as well as those of 
the inferior vena cava. 

Cloquet’s gland is considered by some 
the axis gland of vulvar lymphatic drain- 
age. The clitoris drains into this gland, 
which rests in the femoral ring. 

The arteriovenous tree consists mostly 
of pudendal and femoral branches. The 
nerves and vessels follow a similar pattern 
of distribution in their adjacent course. 

Labia Majora.—The labia majora are 
covered with a true skin, containing hair 
follicles and sebaceous and sweat glands, 
while the labia minora, which form the 
capuchon or hood of the erectile clitoris, 
have a skin comparable to the lips of the 
face, i. e., something between the skin 
and mucosa. The labia minora contain 
sebaceous and sweat glands but are devoid 
of hair follicles. 

Clitoris.—The integument of the clitoris 
is similar to that of the labia minora. 

Bartholin Glands.—These glands, with 
ducts opening at 4 and 8 o’clock caudal to 
the hymen, consist of transitional epi- 
thelium, as does the caudal urethra. 
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Physiologic Background.—Owing to uri- 
nation, defecation and coitus, the vulva is 
the most physiologically traumatized area 
of the human body. 

This extramiillerian epithelial appendage 
has a special responsiveness to endocrine 
and metabolic dysfunctions. With the 
former, this is noted at the menopause 
and in the presence of such clinical en- 
tities as kraurosis, leukoplakia, hypothy- 
roidism, hyperthyroidism, adiposis geni- 
talis, adrenal cortical hyperplasia and 
Addison’s disease. Estrogen here, as else- 
where, produces increased vascularity, mi- 
toses, epithelial hyperplasia and overdila- 
tion of vessels. The latter is inhibited by 
the addition of progestin, The changes of 
metabolic disease are mirrored in the 
vulva, e. g., among other conditions, dia- 
betes, gout, jaundice and anemia. 

Spectrophotometric Determinations.* — 
These tests reveal variations in the con- 
centration of pigment; in metabolism, 
with changes in the menstrual cycle and 
at ovulation. Alterations in the levels of 
melanin and carotene are observed. The 
value for hemoglobin is reduced, and oxy- 
hemoglobin is present. 


The skin of the vulva may be the seat 
of any dermatologic condition occurring 
elsewhere in the body. Neoplasms, which 
are usually grouped as separate entities, 
nevertheless demand differential exclusion 
and are mentioned, since a nodular growth 
associated with an inflammatory or exu- 
dative reaction may produce exudation, 
weeping, pruritus and vulvitis. 

The vulva may be the site of any neo- 
plasm, benign or malignant, that arises 
from structures of connective tissue, 
smooth muscle, fat, nerve or of vascular 
origin or from the integument itself. 


Primary or secondary growth may ap- 
pear as a metastasis from chorioepithelio- 
ma, endometrial implants, hypernephroma, 


*This has been verified by the work of Edwards and Bunt- 
ley with the Hardy recording spectrophotometer. 
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TABLE 3.—Therapy of Ulcerative Lesions of the Vulva (Parks and Fraser) 





Venereal 
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Classification 


Diagnostic Aids 


Specific Therapy 





Microscopic Anatomy 
Infections: 


Gonorrhea— 
Paraurethral abscess; 
Bartholin abscess 


Culture and smear 


Penicillin; sulfadiazine; 
surgical incision 





Chancroid 





Odor; culture; Ducrey 
skin test 


Sulfonamides; aspiration of 
buboes ; 





Syphilis— 
Chancre 
Mucous patches 
Condylomata lata 
Tertiary lesions 


Serologic tests 
Dark field study 


Penicillin 
Bismuth 
Arsenicals 





Lj} mphogranuloma venereum 
(lymphopathia venereum) 


Frei skin test 


Frei antigen; sulfadiazine; 
aspiration of buboes; partial 
vulvectomy 





Granuloma inguinale 





Candida 
( Monilia) 


Tissue smear; Donovan 
bodies 


Culture and smear 


Tartar emetic; faudin; 
streptomycin 


Proprionate jelly; sodium lauryl 
sulphate compound; gentian 
violet, 2% aqueous 





Tinea cruris 


Wet smear with sodium 
hydroxide 10% 


Chrysarobin, 2%, in chloroform; 
local 





Tuberculosis 


Biopsy 


Dihydrostreptomycin & 
promizole; partial vulvectomy 





Diphtheria 


Culture (k - L) 


Antitoxin; penicillin 





Herpes zoster 


Peripheral lesions 


Autoinoculation 





Traumatic 


Systemic diseases 


Toxemia of pregnancy 


History 


B. P., urinalysis 


Local antiseptics 


Drainage of fluid; delivery 





Uremia 


Blood urea nitrogen level 


Relieve obstruction; Vitamins B 
and C; sulfadiazine 





Diabetes 


Urinalysis; blood sugar 
level 


Insulin; diet 





Pernicious anemia 


* Blood cell count 


Blood transfusion; liver extract; 
vitamins B and C 





Agranulocytosis 


Blood transfusion; pentnucleo- 
tides; penicillin 





Psoriasis 


Complete physical 
examination 





Rayon sensitization 


Contact test 


Eliminate rayon 





Vitamin deficiency 
(Ariboflavinosis pellagra) 


Inspect mouth 


Vitamin B complex; riboflavin; 
nicotinic acid 





Chronic atrophic dermatitis 
(Kraurosis and leukoplakia) 


Biopsy 


Local hygiene; dilute HCL or 
glutamic acid; hydrochloride; 
vitamins A and B; vulvectomy 
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TABLE 3.—Therapy of Ulcerative Lesions of the Vulva (Parks and Fraser) 





Classification Diagnostic Aids 


Specific Therapy 





Ulcerative Neoplasms 


Condyloma acuminatum Biopsy 


Local podophyllin 20% in oil or 
in tincture of benzoin; electro- 
fulguration; partial vulvectomy; 
roentgen rays or radium 





Carcinoma 
‘ 


Complete vulvectomy and 
inguinal lymphadenectomy 





teratoma or melanoma. 

The malignant neoplasms encountered 
are usually spindle or basal cell carcinoma, 
anaplastic carcinoma, adenoacanthoma, 
adenocarcinoma (Bartholin gland), “ro- 
dent ulcer” (rare), intraepithelial carci- 
noma, Bowen’s disease or extramammary 
Paget’s disease of the vulva, sarcoma and 
the relatively rare melanoma and teratoma. 

Diagnosis.—The vulvar integument (the 
field of the gynecologist and the derma- 
tologist) may be the site of any dermato- 
logical diseases encountered elsewhere in 
the human body. The provocative agent 
may be primary or secondary; it may have 
a neurotrophic, metabolic, protozoal, viral 
or lymphatic origin; it may be congenital, 
inflammatory, degenerative, traumatic or 
neoplastic. Although it is sometimes evi- 
dent, at other times it is an enigma. If 
there is doubt, consultation with a derma- 
tologist and a pathologist will improve the 
outlook for all concerned. 

In addition to the general history, physi- 
cal and visual lens inspection, complete 
urinalysis, a check of the sugar and ace- 
tone levels and a complete diagnostic sur- 
vey of all ulcerative lesions of the vulva 
are mandatory. This survey should in- 
clude, in all cases, a Frei test for lymph- 
opathia venereum; smears for Donovan 
bodies to establish the presence or absence 
of granuloma inguinale; smears for the 
Ducrey bacillus, the causative agent of 
chancroidal disease; smears for Bacillus 
crassus in Lipschiitz ulcer, and serologic 


and dark field studies for the presence of 
Treponema pallidum. A Wassermann test 
is essential in all cases. Finally, biopsy of 
all lesions, to exclude malignant change, 
tuberculosis or one of the many mycotic 
diseases, such as actinomycosis and blasto- 
mycosis, is imperative. 


Although the causes of vulvitis are 
myriad, only the more frequently encoun- 
tered clinical conditions will be mentioned 
in this short résumé: (1) pruritus vulvae; 
(2) burning sensation of the vulva; (3) 
fissure of the vestibule and the vulva; (4) 
burning sensation on urination; (5) dys- 
pareunia; (6) vaginai discharge; (7) vul- 
var cutaneous rash, and (8) small ulcers 
of the vulva. 


Pruritus Vulvae.— Pruritus, from the 
Latin praurire (to itch) is a symptom of 
many diseases—never a disease of itself, 
but the commonest symptom of cutaneous 
disease. The following classification 
under five headings may be used as a 
working basis to distinguish the etiologic 
factor or factors in pruritus vulvae: 


1. Pruritus associated with a general 
disease 

(a) Metabolic disturbances, e.g, dia- 
betes, avitaminosis, gout, jaun- 
dice, chronic nephritis, anemia 
(microcytic) 

(b) Endocrine disorders, e.g., hy- 
perthyroidism (sweating) ; hy- 
pothyroidism (dry, scaly skin) ; 
hypopituitarism (thin skin) ; 
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adrenal cortical hyperplasia 
(virilism), or a male escutcheon 
of the mons veneris 

Toxic conditions, e.g., jaundice, 
drugs, the toxemia of pregnancy 
Allergic conditions, i.e., part of 
a generalized cutaneous out- 
break 

Vascular diseases, e.g., leu- 
kemia, reticulosis, Hodgkin’s 
disease, blood, dyscrasia 
Cutaneous diseases, e.g., lichen 
planus, psoriasis, seborrhea 
Psychic disorders, e.g., psycho- 
neurosis, psychosomatic condi- 
tions, neurodermatitis, mental 
fatigue, psychic trauma, tension 
and anxiety, lower threshold 
for sensation of itching 

. Pruritus associated with a lesion of 
the anus or rectum (pin worms) 

. Pruritus associated with lesions of 
the genital tract 
Vaginal infections: 

. Venereal: (a) gonorrhea (condylo- 
ma, bartholinitis, skeenitis); (b) 
chancroid; (c) syphilis (condyloma- 
ta latum) ; (d) venereal lymphogran- 
uloma; (e) granuloma inguinale. 
Nonvenereal: (a) mycotic; (b) true 
fungous; (c) trichophytosis (ring- 
worm, tinea crura, Dhobie itch) ; (d) 
pyogenic (staphylococcus; B. coli) ; 
(e) trichomoniasis; (f) monilia; (g) 
infections of the cervix and the upper 
part of the genital tract; (h) fistu- 
las, urinary or fecal. 

Pruritus due to a purely local condi- 
dition: (a) of chemical origin, due to 
soaps or medicaments; (b) due to 
parasites (pediculioxyuris, scabies) ; 
(c) due to infection: acute, e.g., sep- 
sis; chronic, e.g., tuberculosis; (d) 
due to leukoplakia, kraurosis, eczema, 
intertrigo; (e) due to carcinoma 
(intraepithelial; Paget’s or Bowen’s 
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disease), and (f) due to herpes. 
4. Idiopathic conditions. 


SUMMARY 


The author discusses the embryonic, 
anatomic, physiologic and neural aspects 
of the vulva, its neural, fascial, lymphatic 
and organic environment and. the diagno- 
sis and treatment of the pathologic con- 
ditions to which it is liable. Extensive 
tabulations of the relevant data are in- 
cluded, as is a classification of pruritus 
vulvae under five headings, which the 
author presents as an aid in determining 
the causation of this disorder. 


ZUSAM MENFASSUNG 


Der Verfasser erértert die Embryologie, 
Anatomie, Physiologie und Nervenversor- 
gung der Vulva sowie die Faszien, Lymph- 
wege und Organe in ihrer Umgebung und 
die Diagnose und Behandlung von Krank- 
heitszustanden, die sich in der Vulva 
entwickeln kénnen. Die Arbeit enthalt 
umfangreiche tabellarische Darstellungen 
wichtiger Daten. 


RIASSUNTO 


L’autore descrive gli aspetti embrionali, 
anatomici, fisiologici e nervosi della vulva, 
le sue connessioni fasciali, linfatiche e or- 
ganiche. Tratta, inoltre, delle affezioni 
pit’ frequenti di essa. I dati pit impor- 
tanti sono riassunti in tavole. 


RESUME 


L’auteur discute les aspects embryon- 
naire, anatomique, physiologique et neural 
de la vulve, de son revétement par le fas- 
cia, et de ses connections lymphatiques et 
organiques, ainsi que le diagnostic et le 
traitement des états pathologiques aux- 
quels elle est sujette. 
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Son étude est accompagnée d’une classi- anatémico, fisiol6gico e neural da vulva, 
fication détaillée, seu envolucro fascial, linfatico e organico 
e o diagnéstico e tratamento das condicées 


2 


patologicas as quais é sujeita. Extensos 
O autor discute os aspectos embriénico, quadros dos dados relevantes sao incluidos. 


SUMARIO 


It is important that we remember the changing status of a dying man. When a 
patient is nearing death, the dying process is physiologically a universal one. Brain, 
heart, kidney—all parts die a little at a time until all life ends. The patient’s 
sensibilities wane but each step towards his end is short and remains unnoticed 
in the course of a gradually diminishing life activity. One sometimes feels that a 
patient is pretending that things are better than they are. He probably is not. He 
is living a life of his kind for that moment. This is seen plainly in a chronic 
disease associated with slowly progressive anemia. The patient when reaching a 
physician complains of tiredness, weakness, easy fatigue, breathlessness, loss of 
mental concentrating powers, apathy to former interests. If all of these ills had 
come upon the patient suddenly, he would have been overwhelmed by the impact. 
Yet each quantity of disability, added to a growing load, was barely perceived by 
the patient. Only when friends point out the dramatic transformation from the 
person they know does it dawn upon him that something dreadful has taken place 
without his being aware of it. This man is not pretending. His faculties for recogni- 
tion of change have deteriorated from the same cause that produced the change 
itself. It is unlikely that the thought of his impending death obsesses the patient. 
He wants to be relieved of the difficulties imposed upon him by his disease. It does 
not enter his thinking that pain, cough, sleeplessness, or breathlessness may be the 


early harbingers of inevitable death. 
—Standard 





The Possible Importance of the Bladder 
in the Estral Cycle 


JOSE MEDINA, M.D., F.A.C.S., F.1.C.S., AND 
CARLOS ALBERTO SALVATORE, M.D., F.I.C.S. 
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N a recent work, Luisi! suggested that 
| the permanence of urine in the bladder 

conditions the reabsorption of sub- 
stances that would act to cause the onset 
of menstruation, In support of this hy- 
pothesis he pointed out the occurrence of 
amenorrhea in patients with vesicovaginal 
fistula, arguing on this basis that the 
bladder takes part in the mechanism reg- 
ulating the menstrual cycle. The vesical 
epithelium would absorb estrogenic meta- 
bolites, giving rise to a “urinary menstrual 
factor” which would act to regulate the 
flow. 

According to Antognetti and Ogorek 
(cited by Luisi*), the estrogens have an 
antidiuretic action in the premenstrual 
period, causing an insufficient concentra- 
tion of estrogenic substances in the vesical 
urine, so that the “urinary menstrual fac- 
tor” supposed to be capable of causing the 
onset of menstruation is not formed. Ac- 
cording to Luisi,? this would explain the 
occurrence of amenorrhea in cases of 
vesicovaginal fistula and of menstrual ir- 
regularities in cases of polyuria. 

We thought it interesting to study, as 
a working hypothesis, this theory of the 
possible intervention of the bladder in the 
menstrual cycle. We resolved, therefore, 
first to test it under experimental condi- 
tions and to control, by vaginal smear, the 
estral cycle, which reflects the fluctuation 
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of estrogens circulating during the repro- 
ductive period of the organism. It is 
known that there is not always an exact 
parallelism between the estrogenic modi- 
fications of the endometrium and those of 
the vagina. In the female rat, however, 
such a relation exists, and various au- 
thors, including ourselves in later experi- 
ments, have been able to demonstrate the 
perfect agreement between the phases of 
the estral cycle and those of the vaginal 
cycle. 

The idea of studying cyclic variations in 
the vaginal smear of the female rat be- 
fore and after cystectomy arose from the 
theory that, after removal of the bladder, 
i.e, the organ that collects the urine, 
estrus would not appear—because, accord- 
ing to Luisi’s conception, absorption of the 
estrogenic metabolites necessary to the 
menstrual cycle takes place in the bladder. 

Estrus in the rat repeats itself every 
four to six days, and the vaginal smear 
presents four clear and distinct phases: a 
diestral phase, or resting interval; a pro- 
estral phase, that of proliferation, an 
estral phase, which is the period of ovula- 
tion and during which estrogenic action is 
at its maximum, and a meta-estral phase, 
during which regression takes place. 
Amenorrhea in women is correlative in 
the rat with the nonoccurrence of the 
estral cycle, i.e., anestrus, 

In this presentation we shall report the 
results of our studies of vaginal smears 
taken daily from female rats before and 
after partial cystectomy, with emphasis 
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on the possible importance of vesical 
urinary stasis in the estral cycle. 


Material and Method.—On some of the 
rats we performed a preliminary experi- 
ment by creating a vesicovaginal fistula. 
This was followed, in each instance, by in- 
fection and death of the animal. We next 
attempted partial cystectomy with the in- 
tention of leaving only the vesical trigone 
as a conduit joining the ureters to the 
urethra. We endeavored to make the liga- 
ture immediately above the urethra and 
ureters, leaving only the trigonal region 
(Fig. 1). 

In 30 adult rats the estral cycle was 
daily controlled by vaginal smear for one 
month, and it was noted that estrus ap- 
peared regularly every four to six days. 
After this we operated on all the animals, 
using ether anesthesia. An incision was 
made in the lower part of the abdomen 
and partial cystectomy was performed, 
only the vesical trigone, i.e., that portion 
of the bladder at which the ureters disem- 
bogue, being left intact. Immediately 
above the trigone a ligature with silk 
thread was performed, and the vesical sac 
was sectioned. The abdominal cavity was 
closed with two continuous sutures, one in 
the peritoneum and muscles and the other 
in the skin. The vaginal smear continued 
to be studied daily. In the first four to 
six days after the operation 5 animals 
died. The 25 survivors recovered after a 
few days, displaying good abdominal 
cicatrization, and all had a healthy ap- 
pearance during another month and a half 
of control. They were then killed with 
ether and subjected to autopsy. 


Results.—All the rats, from the begin- 
ning of the experiment to the date of 
operation, presented regular estral cycles. 
Figure 2 shows the incidence of estrus 
only after the twenty-fifth day of the ex- 
periment, slightly before the operation. 
Of the 25 rats studied, 5 (Nos. 1, 9, 10, 
16 and 20), from a point in time immedi- 
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ately after the operation, were anestral 
for eight to ten days, which is the equiva- 
lent in time to two estral cycles. Immedi- 
ately thereafter, however, the cycles be- 
came regular again and remained so to 
the end of the experiment, which lasted 
a month and a half. In the remaining 20 
rats partial cystectomy did not interrupt 
the sequence of regular estral-cycles. The 
duration of diestrus (the resting phase) 
in the 5 animals first mentioned seems to 
have been a consequence of the operation. 
From this we conclude that, not only in 
these 5 but in the remaining 20, removal 
of the vesical sac failed to interfere with 
the regularity of estrus or the estral cycle. 

Autopsy, performed on the 25 rats a 
month and a half after the operation, re- 
vealed the following data: In 18 rats the 
opening of the abdomen revealed only the 
vesical trigone, remaining in the form of 
a conduit between the ureters and the 
urethra. There was no dilatation of 
either the trigone or the ureters. The tri- 


gone, when opened, revealed normal dis- 
emboguement of the ureters and the 


urethra. In the remaining 7 rats we ob- 
served partial dilatation of the vesical 
trigone, which had formed a small sac ap- 
proximately one-third the normal size of 
the bladder. Opened, these trigones were 
seen to contain a small quantity of col- 
lected urine, similar to that present in 
normal rats. In these 7 animals, there- 
fore, there was partial compensatory re- 
constitution of the bladder, probably 
owing to the fact that the ligature had 
been placed a little higher than the point 
of insertion of the vesical walls into the 


Fig. 1.—Position of ligature in experiments on 
female rats. 





Day of Number of 
Experiment Animals 


13 4 15 
“25th + 
26th 
27th 
28th 
29th 
30th 
31st 


65th 


66th 
67th + + ” 


Fig. 2.—Incidence of estrus in partially cystectomized rats. Minus sign indicates date of operation 
(thirty-first to thirty-third day of experiment) ; plus sign, occurrence of estrus. 
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vesical trigone, above the ureters and the 
urethra. In none of the animals did we 
observe any macroscopic modifications of 
the ureters, the urethra or the kidneys. 


COMMENT 


It is known that amenorrhea is likely 
to occur in approximately 12 to 15 per 
cent of the cases of vesicovaginal fistula. 
In 70 per cent there are no alterations in 
the menstrual cycle. Luisi, however, at- 
tributed this to the absence of static urine 
in the bladder, from which would result 
substances of the histaminic or estrogenic 
type that would be reabsorbed to consti- 
tute the “menstrual factor.”! He stated 
that menstrual irregularities and even 
amenorrhea may occur in a woman with 
a permanently catheterized bladder and 
that the “faulty cases” are due to poor 
vesical evacuation. 


In none of the experiments we per- 
formed on the 25 rats, with drainage in 
the majority of cases to prevent vesical 


retention of urine and despite the fact that 
partial reconstitution of the bladder oc- 
curred in 7, did we observe the disappear- 
ance of estrus during the one and one-half 
months following the operation. The 
phases of the estral cycle as studied by 
vaginal smear were highly characteristic: 
(1) diestrus, with leukocytes and mucus 
present but with few epithelial cells and 
no keratinized cells; (2) proestrus, in 
which no leukocytes, mucus or keratinized 
cells were present but epithelial cells were 
abundant; (3) estrus, in which no leuko- 
cytes, mucus or epithelial cells appeared 
but keratinized cells were present, in- 
tensely acidophilic or eosinophilic, and 
(4) meta-estrus (regressive phase), 
which was characterized by a large inva- 
sion of leukocytes, with a few keratinized 
cells still present, Anestrus was marked 
by a prolonged interval, with a smear 
similar to that of diestrus. This phase 
corresponds to human amenorrhea. 
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In 25 partially cystectomized animals 
the estral cycle continued to occur regu- 
larly. In only 5 was there prolonged 
diestrus (anestrus), corresponding in 
time to two estral cycles, with subsequent 
return to regularity. Although autopsy 
revealed vesical neoformation in 7 rats, 
with retention of urine, the remaining 18 
showed complete absence of trigonal dila- 
tation, and as has been stated, the estral 
cycle continued to occur regularly in all 
25. This permits the conclusion that, at 
least in the rat, removal of the bladder to 
prevent the normal retention of urine 
does not alter the estral cycle. The bladder, 
therefore, seems to play no role in this 
mechanism. Although further experiments 
are needed, our first results do not support 
the hypothesis that the organ is concerned 
in either the menstrual cycle or the onset 
of menstruation. 


SUMMARY AND CONCLUSIONS 


The authors have studied the estral 
cycle in rats partially cystectomized and 
controlled by vaginal smear, on the basis 
of the hypothesis that within the bladder 
there may be reabsorption of substances 
capable of influencing the onset of men- 
struation, which would explain the oc- 
currence of amenorrhea in a patient with 
a vesicovaginal fistula. These studies re- 
vealed the following data: 

1. The estral cycle after partial cys- 
tectomy continued to occur regularly in 
100 per cent of the cases. In 72 per cent 
there was no dilatation of the trigone. 

2. The bladder, with its physiologic re- 
tention of urine, appeared not to interfere 
with the estral cycle. 

3. In 20 per cent of the animals anes- 
trus was observed, with a duration 
equivalent to that of two estral cycles, 
immediately after the operation. This was 
followed, however, by normalization of 
the cycles, which were controlled by va- 
ginal smear, during a month and a half. 
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4. Autopsies of the partially cystecto- 
mized rats revealed compensatory dilata- 
tion of the vesical trigone in 28 per cent 
of the cases. 

In the light of these observations, the 
authors conclude that the bladder has no 
part in the mechanism of menstruation or 
the menstrual cycle. Further experiments 
will be needed to confirm this conclusion. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Die Verfasser haben mit Hilfe von Va- 
ginalabstrichen den Brunstzyklus von 
Ratten studiert, an denen eine partielle 
Resektion der Harnblase vorgenommen 
war. Sie gingen von der Vorstellung aus, 
dass es vielleicht auf dem Wege iiber die 
Harnblase zu einer Riickabsorption von 
Stoffen kommt, die auf das Einsetzen der 
Brunst einen Einfluss haben kénnen, und 
versuchen auf diese Weise die Amenorrhée 
von Kranken mit Blasenscheidenfisteln zu 


erklaren. Sie gelangen zu folgenden 
Schlussfolgerungen : 


1. In hundert Prozent ihrer Fille beo- 
bachteten sie nach partieller Blasenresek- 
tion eine regelmassige Fortsetzung des 
Brunsztzyklus. In 72% der Falle bestand 
keine Erweiterung des Blasendreiecks. 


2. Die Harnblase scheint mit ihrer phy- 
siologischen Verhaltung des Urins keine 
Stérung des Brunsztzyklus hervorzurufen. 


3. In 20% der Falle wurde unmittelbar 
nach der Operation eine sich iiber zwei 
Zyklen ausdehnende Verlaingerung der 
brunstfreien Periode beobachtet. Darauf 
erfolgte aber innerhalb von anderthalb 
Monaten eine Normalisierung der Zyklen, 
die durch Vaginalabstriche kontrolliert 
wurden. . 


4. Die Sektion der Ratten, an denen 
eine partielle Harnblasenresektion vorge- 
nommen wofden war, ergab eine kompen- 
satorische Erweiterung des Blasendreiecks 
in 28% der Falle. 
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RIASSUNTO E CONCLUSIONI 


Gli Autori hanno studiato il ciclo estro- 
geno in ratti parzialmente cistectomizzati 
e tenuti sotto controllo con strisci di se- 
creto vaginale, nella ipotesi che, tramite 
la vescica, vi possa essere un riassorbimen- 
to di sostanze capaci di influenzare la com- 
parsa delle mestruazioni, il che spiegher- 
ebbe l’amenorrea in pazienti con fistole 
vescico-vaginale. 


Le conclusioni sono le seguenti: 


1. Nel 100% dei casi, anche dopo parzi- 
ale cistectomia, il ciclo estrogeno continua 
regolarmente. Nel 72% dei casi non si ha 
dilatazione del trigono. 


2. Non sembra che la vescica, con la 
sua fisiologica ritenzione di urina, inter- 
ferisca col ciclo estrogeno. 


3. Nel 20% degli animali si ebbe cessa- 
zione delle mestruazioni subito dopo l’in- 
tervento e per la durata di due cicle estro- 
geni, Esso, perd, fu seguita da normalizza- 
zione dei cicli che furono controllati per 
un mese e mezzo mediante strisci vaginali. 


SUMARIO E CONCLUSOES 


Os autores estudaram o ciclo estral em 
ratos parcialmente cistectomisados e con- 
trolados pela secrecaéo vaginal, na base da 
hipotese de que por meio daibexiga pode 
haver reabsorcéo de substancias capazes 
de influenciar o surto da menstrugao, o 
que explicaria a amenorreia em pacientes 
com fistulas vesicovaginais. As conclusées 
foram as seguintes: 


1. O ciclo estral depois da cistectomia 
parcial continuou a ocorrer regularmente 
em 100 por cento dos casos. Em 72 por 
cento nao houve dilatacao do trigono. 


2. A bexiga, com sua retengfo fisiologica 
da urina, nao parece interferir com 0 ciclo 
estral. 


3. Em 20 por cento dos animais anestro 





VOL. XXVI, NO. 5 


foi observado, com uma duracao de 2 ciclos 
estrais, imediatamente depois da operacao. 
Isso foi acompanhado, entretanto, pela 
normalizacaéo dos ciclos, que foram contro- 
lados pela secrecéo vaginal, durante um 
més e meio. 

4. As autépsias dos ratos parcialmente 
cistectomizados revelaram dilataciéo com- 
pensatéria do trigono vesical em 28 por 
cento dos casos. 


RESUME 


Les auteurs ont étudié le cycle oestral 
chez ‘des rats partiellement cystectomisés 
et contrélés par des frottis vaginaux. 
Leurs recherches sont basées sur l’hypo- 
thése selon laquelle il se produirait par la 
vessie une réabsorption de substances cap- 
ables d’influencer le point de départ des 
menstruations, ce qui expliquerait ]’amén- 
orrhée chez les malades atteintes de fistules 
vésicovaginales. Les auteurs ont abouti 


aux conclusions suivantes: 
1. Aprés cystectomie partielle le cycle 


oestral est resté normal dans 100% des 
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cas. 72% des cas n’ont pas montré de 
dilatation du trigone vaginal. 

2. La vessie, avec une rétention urinaire 
physiologique, ne semble pas avoir d’in- 
fluence sur le cycle oestral. 

3. Un anestrus d’une durée de deux 
cycles a été observé dans 20% des animaux 
en expérience immédiatement aprés |’op- 
ération. Le cycle oestral a cependant re- 
pris son cours normal, contrélé par des 
frottis vaginaux durant un mois et demi. 

4. L’autopsie des rats partiellement cys- 
tectomisés a montré une dilatation com- 
pensatrice du trigone vaginal dans 28% 
des cas. 
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_ Author’s Correction: In the article “Uterine Bleeding in Early Pregnancy” by Dr. 
Charles E. Galloway, F.A.C.S., F.I.C.S., D.A.B., which appeared in the August 1956 
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HEN disabling backache, relieved 
WV by rest but aggravated by occupa- 
tional stress and strain, occurs in 
what appear to be normal and healthy men 
and women, it presents a problem in diag- 
nosis and treatment. In the face of 
prolonged disability, workmen’s compen- 
sation, factors of insurance and even 
litigation, questions as to the etiologic fac- 
tors responsible for the complaint arise, 
and the duration of the condition is specu- 
lated upon. 

Spondylolisthesis is a displacement, usu- 
ally forward, of the fifth lumbar vertebra 
on the sacrum. It occurs in other areas of 
the spinal column and may exist for years 
without producing symptoms, but as a re- 
sult of strain or trauma it may produce 
disabling backache, 

Kilian, in 1853, gave the name “spondy- 
lolisthesis” to the condition, and for many 
years it was considered as occurring 
mostly in women as a complication of 
childbirth. With the discovery and more 
frequent use of the roentgenogram, con- 
genital and acquired defects of the lumbo- 
sacral area of the spinal column became 
evident which could not be recognized by 
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physical examination alone. Modern sur- 
geons have learned that anteroposterior 
roentgenograms alone are not sufficient, 
and that for recognition of defects of the 
neural arch, absence of articular facets, 
spina bifida occulta and displacements of 
the vertebrae it is necessary to have lateral 
and oblique views (Fig. 1, a, b and c). 
Such defects in the lumbar part of the 
spinal column often exist without causing 
symptoms, but when they are subjected to 
repeated strain or trauma the lack of skel- 
etal support allows the fifth vertebra to 
slip forward and to exert tension and 
cause stretching of the ligaments. Back- 
ache in the lumbosacral area results and 
is aggravated by occupational strain or 
any form of lifting. It is usually relieved 
by recumbency and rest. When defects of 
the skeletal system exist, there are also 
ligamentous weaknesses, and the down- 
ward and forward angle of the lumbosac- 
ral articulation fails to hold the super- 
imposed weight; this is observed especially 
during pregnancy, in the presence of obe- 
sity and in any occupation that requires 
weight bearing and working in a stooped 
position. A single severe trauma may 
cause spondylolisthesis in an apparently 
normal person, as the case to be reported 
will show. 


ILLUSTRATIVE CASE 1 (twenty-year cure: end 
result, after spinal fusion, for patient with 
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spondylolisthesis of the fourth lumbar verte- 
bra and separation of the neural arch).—A 
rancher complained of backache that had been 
present for three years. He had ridden horses 
most of his life, and remembered that fifteen 
years earlier a horse had fallen on him. He 
had done hard work and had not been disabled, 
but his symptoms were aggravated by bending 
and lifting. Examination disclosed some de- 
gree of spinal stiffness. Roentgenograms 
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Fig. 1.—Anteroposterior (a), lateral (6), 
and oblique (c) roentgenograms in the first 
case. Lateral film shows Grade 1 spondylo- 
listhesis of the fourth lumbar vertebra and 
separation of the lamina at the pars inter- 
articularis. Oblique roentgenogram (c) shows 
clearly the separation of the pars interar- 
ticularis on the left side; the right side (not 
shown) contained a similar defect. Note: 
Comparison of the anteroposterior (a) and 
the oblique (c) view shows clearly the ad- 
vantage of the latter in determining the 
presence of separation of the neural arch, 


showed Grade 1 spondylolisthesis of the fourth 
lumbar vertebra with separation of the fourth 
neural arches (pars interarticularis) and 
slight slipping of the vertebrae (Fig. 1). A 
fusion operation was performed, in which two 
massive grafts and bone chips from the tibia 
were used (Meyerding technic); the fourth 
spinous process and lamina were loose but 
were not excised. This patient has been seen 
numerous times since the operation; he has 
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Fig. 2.—Left, anteroposterior roentgenogram showing fracture of the pars interarticularis on both 

sides; spina bifida occulta of the sacrum. Right, lateral roentgenogram showing the fourth lumbar 

vertebra displaced forward (Grade 1) on the fifth lumbar vertebra, separation of the pars inter- 

articularis and slight narrowing of the fourth interspace are shown. (Reproduced, with permission of 

the publishers, from Meyerding, H. W.: sabi X ang J. Bone & Joint Surg. n.s. 13:39-48 [Jan.] 
19381. 


undergone thyroidectomy, excision of an exos- and doing farm work. Apparently he had good 


tosis of the foot, prostatectomy and numerous _ function of his back. ; 
extractions of teeth. Twenty years after fu- It is also conceivable that spondylolis- 


sion of the spinal column he was pitching hay _ thesis could occur during childbirth. When 





Fig. 3 (opposite).—Anteroposterior view (a) taken on May 22, 1929, showing spina bifida occulta of 
the fifth lumbar vertebra, with increased density caused by superimposition of the fifth lumbar ver- 
tebra on the sacrum; the transverse processes of the fifth lumbar vertebra can be seen above the up- 
per rim of the sacrum. Lateral roentgenogram (b) made on May 22, 1929, showing the fifth lumbar 
vertebra resting on the rounded anterior fourth of the sacrum; the spinous process and inferior artic- 
ular facet remained behind, and there is a wide separation of the neural arch. Anteroposterior roent- 
genogram (c) taken on Nov. 7, 1946, seventeen and one-half years after a, now discloses that the 
fifth lumbar vertebra has slipped forward: and downward in front of the sacrum; the area of in- 
creased density outlines the super-imposed fifth lumbar vertebra on the sacrum. Lateral roentgeno- 
gram (d) taken on Nov. 7, 1946, seventeen and one-half years after 6b, discloses that the fifth lumbar 
vertebra has slipped off the rounded anterior margin of the sacrum and lies in front of it; the en- 
tire spinal column has shifted forward and downward until the spinous process of the fourth lumbar 
vertebra rests on the midportion of the sacrum, Note: These roentgenograms show the progression 
of the deformity that can take place in a case of spondylolisthesis over a period of years. Early 
diagnosis and strong bony fusion of the lower lumbar vertebra to the sacrum before marked displace- 
ment took place would have prevented the marked deformity and paralysis. 
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severe trauma in the lumbar part of the justifiable. Roentgenograms seldom are 
spinal column has occurred, especially with available previous to injury of the spinal 
the spinal column hyperextended, and column and opinions derived from exam- 
roentgenograms disclose fracture through ination of anteroposterior views alone are 
the pars interarticularis, with forward of little or no value because the displace- 
slipping of the fifth lumbar vertebra, a ment of the vertebra seldom is recognized 
diagnosis of traumatic spondylolisthesis is in such views. 


Grades of Spondylolisthesis 


> 


Grade 
t 








Normal 


Fig. 4.—Meyerding classification and gradation of degrees of slipping of vertebra in cases of spon- 
dylolisthesis. Grade 1, a vertebra has slipped one-fourth of the distance of the interspace. Grade 2, 
a vertebra has slipped one-half of the distance of the interspace. Grade 3, a vertebra has slipped 
three-fourths of the distance of the interspace. Grade 4, a vertebra has slipped to the edge of the 
interspace. When the vertebra has slipped in front of the sacrum it is classed as Grade 4 with 
anterior dislocation; the rounded anterior edge of the sacrum is the result of grinding of the edges 
of the bone. When a vertebra is displaced backward it is called reversed spondylolisthesis. When 
defects, such as spina bifida, anomalies of the facets or separation of the pars interarticularis are 
diagnosed on the basis of oblique roentgenograms or at operation, it is well to record such data as 
to site. Spondyloschisis is a congenital fissure of the vertebral arch and is smooth-edged. When frac- 
ture occurs, roentgenograms taken soon after the injury may show irregular edges, and later, at 
operation, & fibrous mass or band may be present at the pars interarticularis. I call this separation 
of the neural arch. Spondylolysis is a defect in the development of the neural arch, with separation 
at the pedicle. The term prespondylolisthesis is used when a congenital bilateral defect exists in the 
neural arches at the pedicles but the body of the vertebra has not slipped forward, Traumatic spon- 
dylolisthesis‘may occur together with fractures of the transverse process and so on. Thus, a diag- 
nosis may be made of “traumatic spondylolisthesis of the fifth lumbar vertebra, Grade 2, with a 
sacral spina bifida and fracture of the pars interarticularis,” and so on. (Reproduced, with per- 
mission of the publisher, from Meyerding, H. W.: Spondylolisthesis as an Etiologic Factor in Back- 
ache, J.A.M.A. 111:1971-1976 [Nov. 26] 1938.) 
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Fig. 5.—Variations in the lumbosacral angle made from tracings over roentgenograms to show the 
normal status and the marked degree of change occurring in spondylolisthesis; a, normal lumbosacral 
angle; b, Grade-2 spondylolisthesis with separation of the pars interarticularis and no change in the 
lumbosacral angle; c, Grade 3 spondylolisthesis with separation of the pars interarticularis; the lum- 
bosacral angle is now perpendicular and the sacral promontory has become rounded off; d, Grade 4 
spondylolisthesis with wider separation of the spinous process and lamina; the fifth lumbar vertebra 
has become displaced anteriorly and downward to the sacrum, and the lumbosacral angle is reversed. 
In the normal relation shown in a, the inferior articular facet hooks over the sacral facet to give 
stability and to prevent slipping on the intervertebral disc on which the spine rests. In b the support 
normally afforded by the lumbosacral facets is lost, owing to the separation of the neural arch at 
the pars interarticularis, and the fifth lumbar vertebra has slipped forward; the normal skeletal sup- 
port has been lost and ligamentous structures become stretched under stress and trauma, In ec 
there is no longer any skeletal support, and all weight and strain are on the ligamentous structures. 
In d the lumbosacral angle is reversed, and the fifth lumbar vertebra has lost all useful skeletal con- 
tact in supporting the weight of the body. (Modified and reproduced, with permission of the publisher, 
from: Meyerding, H. W.: Spondylolisthesis as an Etiologic Factor in Backache, J.A.M.A. 111:1971- 
1976 [Nov. 26] 1938.) 


Fig. 6.—Anterior, lateral and posterior views of a patient who had Grade 4 spondylolisthesis and 


forward dislocation, 
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Normal 


Fig. 7.—In a, normal relation of the spinal canal in the lumbosacral area, in the sagittal section. 

In 6, narrowing and elongation of the spinal canal in the presence of Grade 4 spondylolisthesis, in 

sagittal section. (Modified and reproduced with the permission of the publisher, from: Meyerding, 

W.: Spondylolisthesis as an Etiologic Factor in Backache, J.A.M.A. 111:1971-1976 [Nov. 26] 

1938.) Apparently the spinal canal can sustain displacement of the fifth lumbar vertebra on the 
sacrum without the production of serious symptoms from pressure on nerve roots. 


ILLUSTRATIVE CASE 2 (demonstrating the acute injury to the back. I was shown an ante- 
need for adequate roentgenograms).—I was roposterior roentgenogram that had been con- 
present and watching men working in a deep sidered to show nothing of significance. There 
excavation when suddenly a huge steel scoop were no local signs of discoloration except 
swung into the pit. A man working stooped slight swelling and tenderness, with limitation 
over and was struck in the back and knocked of spinal movement. The roentgenogram was 
to the ground. With the assistance of fellow not clear, but I suspected traumatic separation 
workmen he was able to walk away. Several of the neural arch, and I asked for lateral and 
hours later, while visiting a surgeon, I was three-quarter views. It was obvious that the 
asked to see a patient who had sustained an surgeon was annoyed at such a request, but 





Fig. 8 (opposite).—In a (preoperative anteroposterior roentgenogram in the sixth case), spina bifida 
of the fifth lumbar vertebra and the sacrum; the separation at the pars interarticularis is not clearly 
shown. In 6 (preoperative lateral roentgenogram), slight forward slipping of the fifth lumbar vertebra 
on the sacrum; there is evidence of separation of the neural arch, In ¢ (postoperative anteroposterior 
roentgenogram), the two massive bone grafts taken from the tibia and placed on either side of the 
spinous processes of the fourth and fifth lumbar vertebrae and the upper two segments of the sacrum. 
The angle of the grafts makes them appear not to extend far enough onto the sacrum, but in the 
lateral view, it is obvious that they do. In d (postoperative lateral roentgenogram taken four months 
after the operation), the two autogenous grafts are in good position and apparently are producing 
firm fusion. The separation and altered angulation in the neural arch are distinct and have resulted 
from the forward slipping of the fifth lumbar vertebra with the pedicles, transverse processes and 
superior articular facet, while the inferior facet, lamina and spinous process remain behind. 
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Fig. 9.—In a (anteroposterior roentgenogram of the patient in the seventh case), two bone grafts 
placed on either side of the eroded spinous processes and lamina and extending from the third lumbar 
vertebra onto the sacrum. In 6 (lateral roentgenogram), the defect in the pars interarticularis, with 


slight forward displacement of the body of the fifth lumbar vertebra on the sacrum. The bone grafts 
are in good position, and firm fusion is taking place five months after the operation. 


when the new roentgenograms showed Grade 
1 spondylolisthesis and separation at the pars 
interarticularis he was amazed and said, “It is 
the first instance of spondylolisthesis I have 
seen.” I told him that the first time I sent a 
patient to have a lateral roentgenogram taken 
the roentgenologist refused to take it, saying 
“That is foolish.” When the roentgenograms 
were made by another roentgenologist, how- 
ever, and showed spondylolisthesis, the first 
roentgenologist acknowledged his error in 
judgment and thanked me, saying he had 
never seen the deformity before. This, of 
course, was many years ago. 

Patients do not always recall having 
sustained injury at the time of examina- 
tion, but Tater volunteer the information 
that they not only were injured but also 
were incapacitated. This occurs among 
both patients who seek compensation and 
those who do not. It is well for all sur- 
geons to remember that a patient may 


have congenital defects of the lumbar part 
of the spinal column, and even spondylo- 
listhesis, without being aware of them or 
experiencing symptoms. When disabling 
backache persists during occupational 
strain, the surgeon ought never to make 
a diagnosis of “malingering,” without first 
excluding, by study of adequate roentgen- 
ograms, the displacement of spondylolis- 
thesis. 

ILLUSTRATIVE CASE 3 (traumatic spondylo- 
listhesis of the fourth lumbar vertebra, frac- 
ture of the pars interarticularis and spina 
bifida of the fifth lumbar vertebra diagnosed 
as malingering).*—A man 46 years old com- 
plained of backache and pain in both thighs 
after falling down a flight of steps seven 
months prior to consultation. 

While he was under medical care, several 
months after the accident, he was operated 


*This case was reported in 1931.3 
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upon for acute appendicitis and seemed im- 
proved after the operation. Since he was un- 
able to work, felt better when at rest and com- 
plained of severe pain when up and about, he 
was considered a malingerer, and was shown 
at a medical meeting as such. Compensation 
was involved, and he was referred to the Mayo 
Clinic for an opinion. 


The patient was 6 feet (183 cm.) tall and 
weighed 155 pounds (70 Kg.), which was 25 
pounds (11 Kg.) underweight. The blood pres- 
sure, temperature and pulse were normal. He 
walked with a careful gait and held the mus- 
cles of the back rigid. Tenderness and slight 
rigidity of the spinal column in the lumbar 
area were noted. A slight prominence was ob- 
served at the level of the fourth lumbar verte- 
bra, with a slight depression above it. Spondy- 
lolisthesis was suspected. Roentgenograms 
showed the fourth lumbar vertebra to be dis- 
placed forward on the fifth; separation of the 
pars interarticularis and spina bifida of the 
sacrum (Fig. 2, a and b) were also detected. 
As this paper is written it is twenty-nine years 
since I saw this patient and advised fusion. 
He refused to undergo that procedure until he 
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‘ 
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had seen the insurance company and the state 
compensation board. He returned home wear- 
ing a lumbosacral support, which gave him 
some relief. He was reexamined by members 
of the insurance company’s medical staff, and 
orthopedic consultation was obtained. He was 
awarded compensation and returned for opera- 
tion about seven months later. He made an 
uneventful convalescence after the operation 
and was discharged, wearing the lumbosacral 
support, on the forty-eighth postoperative day. 
Twelve years after the operation he reported 
that he was in excellent condition and working. 

In this case the period of disability and pain 
were prolonged and the patient was subjected 
to needless humiliation. 

In the years 1918 to 1940 inclusive, the 
diagnosis of spondylolisthesis was made 
for 881 patients at the Mayo Clinic. I 
have published data on the age, sex and 
occupations of the patients, duration of 
symptoms, incidence of trauma, histories, 
disability, previous diagnoses and _ site 
and grade of deformity, and have stressed 


AN 


Fig. 10.—Left, normal relation of the cauda equina and the spinal column (a is in sagittal section 

and a’ is in cross section). Right, relation of the cauda equina and the spinal column in the presence 

of spondylolisthesis. Drawing 6 is a sagittal section; the body of the fifth lumbar vertebra has 

slipped forward (Grade 2); the spinous process is displaced backward, Drawing b’ is a cross section. 

(Reproduced, with permission of the publisher, from Meyerding, H. W.: Low Backache and Sciatic 

Pain Associated With Spondylolisthesis and Protruded Intervertebral Disc: Incidence, Significance, 
and Treatment, J. Bone & Joint Surg. n.s. 23:461-470 [Apr.] 1941.) 
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Fig. 11.—Left, relation of a protruded disc on the right side in the lumbosacral area impinging on 
the first sacral nerve, without spondylolisthesis. Drawing a is in sagittal section; drawing a’ in cross 
section. Right, relation of the protruded disc on the right side impinging on the first sacral nerve 
root in the presence of Grade 2 spondylolisthesis (b is in sagittal section and b’ is in cross section). 
In b’ the protruded intervertebral disc has considerable room in which to prolapse and may not cause 


symptoms. 


(Reproduced, with permission of the publisher, from Meyerding, H. W.: Low Backache 


and Sciatic Pain Associated With Spondylolisthesis and Protruded Intervertebral Disc: Incidence, 
Significance, and Treatment, J. Bone & Joint Surg. n.s. 23:461-470 [April] 1941.) 


the necessity of taking roentgenograms 
not only of the anteroposterior but in the 
lateral and oblique views. I have stressed 
the value of lateral roentgenograms, the 
prominence of the spinous process of the 
displaced vertebra, with the depression 
above caused by forward slipping of the 
spinal column, and the value of three- 
quarter views in showing the separation 
of the neural arch in the pars interarticu- 
laris. I have demonstrated that the verte- 
bral body, with attached superior facet, is 
displaced forward and that the spinous 
process and inferior facet remain behind. 
The displacement of the vertebra may in- 
crease until the involved vertebra slips 
over the lip of the sacrum and lies anterior 
to it. 

ILLUSTRATIVE CASE 4 (progressive slipping 
of the fifth lumbar vertebra in spondylolisthe- 
sis, with paralysis of the cauda equina).—A 
multipara 34 years old complained of numb- 


ness of the vagina, which had gradually in- 
creased over a period of two years. At the 
age of 15 years she had had severe pain in the 
calf of the right leg that was relieved by rest 
in bed, massage and the application of traction 
for two weeks; there had been no recurrence 
of pain in nineteen years. Roentgenograms 
which she had brought with her (Fig. 3, a 
and b) showed that Grade 4 spondylolisthesis 
of the fifth lumbar vertebra, with the poste- 
rior edge of the vertebra resting on the ante- 
rior lip of the sacrum, existed in May 1929. 
Roentgenograms taken by an eminent roent- 
genologist in May 1936, were reported to show 
“high-grade spondylolisthesis with the fifth 
lumbar displaced full width and downward 
width of one vertebral body. Pregnancy; fetal 
skeleton appears normal, conjugate barely 10 
cm., lateral measurement normal.” 

The patient had been treated for trichomo- 
niasis and had undergone an operation for 
cystocele thirteen months before she came for 
consultation at the Mayo Clinic. Incontinence 
of urine occurred when she coughed, sneezed 
or laughed, and she had noticed a feeling of 
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heaviness in the pelvis. For the six months of the spinal column and not to undergo such 
prior to her visit to the clinic she had had oc- a procedure. The neurologists had advised 
casional incontinence of the bowels. After ex- against operation, and she had come to the 
ercise the sensation of numbness in the vagina, clinic for further assistance. 

rectum and buttocks increased. She had no- In November 1946, examination showed an 
ticed that the right hip appeared to be more apparently healthy woman, 5 feet and 1% 
prominent than the left and that the right inches (155 cm.) tall, weighing 105 pounds 
great toe stood up. There had been no pain in (47.6 Kg.). There was a marked deformity in 
the legs, and she walked without a limp. She the lumbosacral area, with a prominent sac- 
did not have backache. She played golf and rum and lordosis in the lumbar portion of the 
rode a horse. She had consulted excellent ortho- spinal column; the right side of the pelvis was 
pedists, neurologists and neurologic surgeons high, and there was a listing of the body to 
and had been advised both to undergo fusion the left. Roentgenograms showed the fifth 
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Fig. 12.—Operative procedures employed by author to produce strong bony fusion of the third, fourth 
and fifth lumbar vertebrae and the sacrum. In sketch a the tip of the spinous process and its liga- 
mentous attachments are reflected. In sketch 6 the lateral bony surfaces of the spinous process and 
its ligamentous attachments are reflected laterally. At point c the posterior surfaces of the lamina 
are roughened and bone chips are turned up with a sharp gouge; the interspinous ligaments are re- 
moved, and the edges of the spinous processes are roughened by turning bone chips away from the 
processes. At point d the interarticular joint surfaces of the facets are destroyed by curet and bone 
chips are inserted. At point e two massive tibial grafts are inserted in the trough of freshened 
lamina and spinous processes and extend from the third lumbar vertebra onto the third sacral seg- 
ment. At point f multiple bone shavings and cancellous bone taken from the tibia are inserted about 
the tibial grafts to ensure contact between the grafts, the lamina and the spinous processes. In sketch 
g the two massive bone grafts have been crushed together so as to fill the interspinous and lamina 
spaces and make better contact with the multiple bone shavings and chips. (Reproduced, with per- 
mission of the publisher, from Meyerding, H. W.: Spondylolisthesis: Surgical Treatment and Results, 
J. Bone & Joint Surg. n.s. 25:65-77 [Jan.] 1948.) 
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lumbar vertebra to be displaced forward and 
downward, so that it lay in front of the second 
sacral segment (Fig. 3, c and d). 

The condition was Grade 4 spondylolisthesis 
with complete displacement. The sacrum ap- 
peared to be rounded off on its upper surface. 
The superior articular facet lay in front of 
the sacrum, with the fourth spinous process 
resting on it and the sacrum; the spinous 
process of the fifth lumbar process was dis- 
placed backward on the sacrum. Roentgeno- 
grams of the thorax disclosed no abnormality. 
The physical examination showed some de- 
gree of pes cavus and atrophy of the small 
muscles in the plantar muscle of the feet. Knee 
jerks and anal reflexes were absent, and the 
neurologist suggested that paralysis of the 
cauda equina was present. It was speculated 
that the positive signs perhaps were related 
only indirectly to the spondylolisthesis; that is, 
that possibly an associated anomaly of the 
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spinal cord was at hand. The neurologic sur- 
geon expressed the opinion that “the main in- 
dication is fusion of the spine, but the cauda 
equina should be explored at the same time.” 

The patient reported for an opinion, and 
having received it, returned home. 

The methods employed in surgical fu- 
sion of the spinal column have undergone 
many alterations in technic and materials. 
Anterior and posterior approaches have 
been used; the latter is, in my own opin- 
ion, safer, as well as adequate for the 
treatment of all degrees of displacement. 
Autogenous fresh bone, homogenous and 
heterogenous bone, used as massive, single 
or double grafts, and multiple or granu- 
lated bone have been inserted in the pre- 
pared areas for fusion. Bone preserved by 
freezing and chemical sterilization has 
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Fig. 13.—Sketch a, posterior view, showing the trough ready for insertion of the massive tibial 
grafts. Sketch b, tibial grafts inserted and crushed together, forcing the cancellous bone of the grafts 
together, filling the interspinous spaces and making contact with the shavings and bone chips of 
the spinous processes and the sacrum. The interarticular facets have been curetted to destroy the 
articular surfates, and bone chips have been inserted and cancellous bone placed about. The tibial 
grafts make a broad contact with the fish-scaled sacrum and extend onto the third sacral segment. 
(Reproduced, with permission of the publisher, from Meyerding, H. W.: Spondylolisthesis: Surgical 
Treatment and Results, J. Bone & Joint Surg. n.s. 25:65-77 [Jan. ] 19438.) 
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proved successful as grafting material.? 


In 1930 I read a paper before the Amer- 
ican Orthopaedic Association on spondylo- 
listhesis! and in 1942 another on “Spondy- 
lolisthesis: Surgical Treatment and 
Results,’’* in which I discussed the method 
employed to produce firm fusion of the 
lumbosacral area and included statistical 
data. The operative technic has been mod- 
ified with further experience and has given 
most satisfactory results in relieving 
symptoms and returning the disabled to 
useful employment. Space does not permit 
a more exhaustive discussion of the sub- 
ject, and a list of interesting papers is 
appended. 

In another series of 583 patients with 
spondylolisthesis, which I reported at the 
meeting of the American Medical Associa- 
tion in 1938,4 the average age was 40.3 
years for male and 43.5 years for female 
patients. The oldest was 80 years old and 
the youngest 11 years; the average dura- 
tion of symptoms was seven and one-half 
years; 80 per cent of the patients com- 
plained principally of backache; 10 per 
cent had no complaint of backache, and 
spondylolisthesis was discovered inciden- 
tally during routine examinations. Pain in 
the legs was a complaint of 7.7 per cent; 
deformity, stiffness or paralysis affected 2 
per cent. Only 7 per cent had had a pre- 
vious diagnosis. Hard occupational work 
was recorded for 70 per cent of the pa- 
tients, and 70 per cent of patients with 
spondylolisthesis were male. Hence, the 
early teaching that the deformity is more 
common in the female than in the male sex 
is contradicted. The strain of the laborer 
has supplanted the labor of pregnancy as 
a possible etiologic factor. 


Spondylolisthesis may occur in the cer- 
vical, the thoracic or the lumbar portion 
of the spinal column. Most commonly it is 
a forward displacement of the fifth lum- 
bar vertebra on the sacrum; when a poste- 
rior displacement occurs, it is known as 
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Fig. 14.—An osteoperiosteal tibial graft being 
sutured over the lumbosacral bone-grafted area; 
the periosteum is removed by use of a sharp 1 cm. 
(3/8-inch) chisel held at an angle of 80 degrees, 
which is rapidly twisted as it is forced along the 
flat surface of the tibia. Multiple small bone frag- 
ments remain attached to the periosteum and 
when employed thus convert the operative bone 
graft area into a tube surrounded by bone. I do 
not routinely employ this osteoperiosteal graft, 
but have found it useful in operations in which 
great deformity exists. (Reproduced, with per- 
mission of the publisher, from Meyerding, H. W.: 
Spondylolisthesis: Surgical Treatment and Re- 
sults, J. Bone & Joint Surg. n.s. 25:65-77 [Jan.] 
1943.) 


reversed spondylolisthesis. I have em- 
ployed a classification of degrees of dis- 
placement, which is shown in Figure 4. 

Tracings of the lumbosacral angle (Fig. 
5) in the presence of spondylolisthesis 
vary greatly from normal (a) to slight 
(b) ; the angle of the joint may be vertical 
(c) or reversed (d) and may show 60 de- 
grees of variation from the normal. Thus, 
all the skeletal support for the superim- 
posed weight of the body may be lacking 
when Grade 4 spondylolisthesis is present, 
with forward dislocation. The abnormal 
relation of the lumbar part of the spinal 
column and the sacrum produces a promi- 
nence of the sacrum and the spinous proc- 
ess of the fifth lumbar vertebra. with a 
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Fig. 16.—A rigid rocking-chair type of lumbosacral support that provides increased ventilation and 

does not cause irritation of the skin at the iliac crests; shown in front, side and back views. (Re- 

produced, with permission of the publisher, from Meyerding, H. W.: Spondylolisthesis as an Etiologic 
Factor in Backache, J.A.M.A. 111:1971-1976 [Nov, 26] 1938.) 


depression or lordosis in the lumbar area; 
the whole torso is displaced forward and 
downward, sinking into the pelvis (Fig. 
6). For such degrees of deformity the 
surgeon must plan the operation of fusion 
so as to produce a firm, strong mass. of 
bone that will hold the sacrum and the 
lumbar part of the spinal column in ankyl- 
osis. 

When a patient is encountered who has 
undergone seyere trauma, it is well to re- 
member that spondylolisthesis may be 
associated with fractures of the transverse 


process or the spinous processes or with 
fractures of the vertebral body. Fracture 
of the pars interarticularis usually is pres- 
ent, as is crushing of the intervertebral 
space, with resulting protrusion of the 
disk and narrowing of the lumbosacral in- 
terspace. Root irritation arising from a 
disk or fibrous hyperplasia from the site 
of fracture of the neural arch may give 
rise subsequently to referred pain in the 
legs and back, or even paralysis, paresthe- 
sias and the like. Such symptoms may re- 
sult immediately after trauma or at a later 
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date, and may involve a disk situated either 
above or below the site of spondylolisthe- 
sis. Traction exerted by means of adhesive 
tape or pins passed through the supracon- 
dylar areas of the femurs, with the legs 
suspended from an overhead frame and 
with the knees flexed, may be employed 
immediately after injury, with beneficial 
results and amelioration or reduction of 
the displacement when a fusion operation 
is indicated. I have had patients with a 
history of appendicitis who required ap- 
pendectomy after treatment for traumatic 
spondylolisthesis. 


ILLUSTRATIVE CASE 5 (traumatic spondylo- 
listhesis with Grade 2 deformity, fractures of 
the second, third, fourth and fifth left trans- 
verse processes and traumatic myelitis).—A 
man 22 years old was struck by a falling tree. 
Immediately disabled, he was taken to a hos- 
pital. Roentgenograms were taken, and a diag- 
nosis of fractured left spinous processes with 
traumatic myelitis was made. The patient re- 
quired catheterization for four weeks and had 
paralysis of the legs. Three weeks after the 
injury a plaster of paris body cast was ap- 
plied, but this was removed after a week be- 
cause the patient required appendectomy. At 
the end of ten weeks he had improved enough 
to leave the hospital but was unable to work. 
Additional roentgenograms taken a week be- 
fore his admission to the.Mayo Clinic showed 
a displaced vertebra, and he came for advice 
and treatment. 

Examination showed a prominence of the 
spinous process of the fifth lumbar vertebra 
and a slight depression above it. There was 
some stiffness of the spinal column, especially 
on forward bending. Neurologic examination 
disclosed anesthesia over the lower sacral area. 
Roentgenograms showed spondylolisthesis of 
the fifth lumbar vertebra, Grade 2; fractures 
of. the second, third, fourth and fifth left 
transverse processes and narrowing of the 
lumbosacral interspace and the spinous process 
of the fourth lumbar vertebra, which was 
crushed against the fifth, with an apparent 
fracture through the pars interarticularis. 


Operation was performed according to the 
Meyerding technic, and two heavy tibial grafts 
were inserted from the level of the third lum- 
bar vertebra onto the sacrum. Convalescence 
was uneventful, and the patient was given a 
lumbosacral support and dismissed, after be- 
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ing advised not to do any heavy work for six 
months. At intervals of five and ten years 
after the operation he reported that he was 
working as a machinist and had no trouble 
with his back. 

As the anterior portion, consisting of 
the vertebral body, the pedicles, the trans- 
verse processes and the superior facet 
slips forward, the posterior portion, con- 
sisting of the lamina, the spinous process 
and the inferior facet, remains behind. At 
rectal palpation or proctoscopic examina- 
tion in the presence of displacement of 
Grades 3 and 4 (especially Grade 4, if 
complete dislocation has occurred), the 
bony mass is readily detected, because it 
projects into the pelvis and in a woman 
narrows the birth canal (Fig. 7). Separa- 
tion of the neural arch takes place at the 
isthmus in the area of the pars interartic- 
ularis. The loose spinous process, with its 
remaining attachments, can be moved 
freely and is sometimes removed at opera- 
tion. I do not remove it routinely, nor, in 
my opinion, are the symptoms of spondy- 
lolisthesis relieved by this practice. 


There is no question of the value of sur- 


gical fusion for spondylolisthesis. It is 
recognized that the forward-displacement 
deformity may increase in time under the 
stress and strain of occupation, obesity, 
pregnancy or sudden severe trauma. A\l- 
though I have observed patients without 
symptoms but with definite physical signs 
of deformity, as verified in roentgeno- 
grams, I know that pain and disability 
often follow strain or trauma. Fusion 
should be done before marked defor- 
mity, backache or paralysis results; the 
operation is then more easily accomplished 
and more likely to be successful in reliev- 
ing the symptoms and returning the pa- 
tient to his usual employment. When all 
patients with persistent backache have the 
benefit of anteroposterior and lateral 
roentgenograms, the diagnosis will be 
made earlier and the results of surgical 
treatment will be improved. 
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Recognition of defects in the neural 
arch, such as separation of the pars inter- 
articularis and absence of the articular 
facets, as demonstrated in routine roent- 
genograms, should call for reexamination 
later, to see whether additional slipping of 
the vertebrae involved has occurred. In a 
survey of 400 school children in the first 
grade, Baker and McHolick noted that 4.5 
per cent of children whose parents had 
roentgenologic evidence of spondylolisthe- 
sis also had the deformity; and in 7 fami- 
lies with 16 children, the parents of whom 
had evidence of spondylolisthesis, 8 chil- 
dren also had the deformity. Further 
studies of the hereditary factor are being 
made.* 

ILLUSTRATIVE CASE 6 (spondylolisthesis, 
Grade 1, of the fifth lumbar vertebra with 
spina bifida occulta of the sacrum and fifth 
lumbar vertebra, treated by fusion of the 
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fourth and fifth lumbar vertebrae and the up- 
per two segments of the sacrum).—A man 26 
years old complained of weakness of the back 
that had been present all his life and of back- 
ache and pain, extending into the legs, that 
had been present during the two years prior 
to his visit to the clinic. As a traveling man 
he had driven an automobile for two years; 
thinking that a change of occupation might 
relieve his symptoms, he took a position that 
permitted him to sit at a desk, but obtained 
no benefit therefrom. 

A diagnosis of Grade 1 spondylolisthesis and 
spina bifida occulta of the sacrum was made 
(Fig. 8). The neurologist had not detected neu- 
rologic signs. Operation was performed by the 
Meyerding technic in 1932, twenty-four years 
prior to the time of this report. Convalescence 
was uneventful, and the patient left the hos- 
pital, wearing a lumbosacral support, on the 
forty-sixth postoperative day. Since the dis- 
placement was slight (Grade 1), it was consid- 
ered that fusion of the fourth, fifth and upper 
two segments of the sacrum would provide 
sufficient skeletal support. Nine years after 
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Fig. 17.—Left, anteroposterior roentgenogram (a) showing the two bone grafts from the tibia in 

good positién, and including the third, fourth and fifth lumbar vertebrae and the first and second 

sacral segments. The roentgenogram was taken by the home physician five and one-half months 

after the operation and was sent to us. Right, lateral roentgenogram (6b) taken five and one-half 
months after the operation, showing the lumbosacral area undergoing fusion. 
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the operation the patient reported that his 
back did not trouble him and that he was 
working. 

In this case occupational driving of an auto- 
mobile for long hours aggravated backache, 
and the patient’s change to desk work failed 
to give relief. Fusion of the fourth and fifth 
lumbar segments and the sacral portion of the 
spinal column has relieved the symptoms that 
had troubled him for more than a quarter of 
a century. 


Stewart,® in the study of 800 skeletons 
collected in Alaska, observed that 207 of 
786, or 26.3 per cent, had defects of the 
neural arch, and that the incidence in- 
creased with age. It has always been my 
opinion that orthopedists do not appreci- 
ate sufficiently the importance of liga- 
mentous support in the lumbosacral area 
and do not emphasize what is appar- 
ent in roentgenograms. Instability results 
when the strong ligamentous supports fail 
to hold the inferior articular process from 
slipping over or about the superior articu- 
lar process of the sacrum. The articular 
facets of the vertebrae become involved 
by spondylitis and may become ankylosed. 
I once observed this condition in a section 
of the spinal column of an elk,* and it sug- 
gested to me the method of curetting out 
the articular surfaces and inserting small 
chips of bone which are incorporated in 
fusion operations. I am convinced that 
this is a worth-while procedure. 

Chronic arthritis is the disease most 
commonly associated with spondylolisthe- 
sis. Narrowing of the lumbosacral inter- 
space, with hypertrophic lipping and a 
destructive involvement of the facets, may 
permit slight forward displacement of the 
vertebral body. 

ILLUSTRATIVE CASE 7 (chronic arthritis com- 
plicating spondylolisthesis in a patient claim- 
ing workman’s compensation).—A telephone 


lineman 45 years old came to the Mayo Clinic 
because of disability of fifteen months’ dura- 


*A former patient of mine found the spinal column of an 
elk and noticed that it was rigid, as a result of bony union 
of the interarticular facets, but the bodies of the vertebrae 
were separated % inch (1.27 cm.). The fusion could not be 
broken manually or when fixed in a vise. I therefore con- 
cluded that it would be possible to give added support to 
the spinal column by fusion of the facets and have employed 
this technic routinely. 
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tion, caused by severe backache that was re- 
lieved by rest in bed. He had had symptoms 
of rheumatism for some time. At the time of 
examination he did not mention injury, but 
later he recalled that he had had backache sev- 
eral times in the previous twenty years. Ex- 
amination showed a slight prominence of the 
fifth spinous process and a depression above 
it; there was some stiffness of the spinal col- 
umn. Roentgenograms showed Grade 1 spon- 
dylolisthesis of the fifth lumbar vertebra, with 
separation of the neural arch. The results of 
neurologic examination were negative. The 
patient was advised to undergo a fusion opera- 
tion and treatment for arthritis; the sacro- 
iliac joint, in roentgenograms, appeared to be 
sclerotic. Since he did not wish to undergo an 
operation at the time, he returned home wear- 
ing a back support and expecting to return 
later for operation. He returned about two 
and one-half months later and was operated 
upon. A fusion operation was done, with the 
use of two massive tibial bone grafts and so 
on, according to the Meyerding method (Fig. 
9). Convalescence was uneventful. The patient 
felt improved and returned home, wearing a 
support to the spinal column but still having 
rheumatic aches and pains. Some five months 
later he requested that an explanatory letter 
be sent to his company, because he recalled 
that “while at work, he had lifted a 75-pound 
ladder, slipped and twisted his back, and had 
had instant backache and disability since.” 

About seven years after the operation it 
was observed that the grafts were firmly fused 
and that the patient had been working at his 
usual occupation; nevertheless he asked that 
another explanatory letter be sent to his com- 
pany, because he found climbing telephone 
poles too strenuous. At this time extensive 
sclerosis was observed about the sacroiliac 
area. In my opinion his request was justified, 
and he took up a lighter form of work. He was 
not a malingerer. 

The coexistence of spondylolisthesis and 
protrusion of an intervertebral disk should 
be considered when sciatic pain occurs in 
addition to backache. At the scientific ses- 
sion of the American Academy of Ortho- 
paedic Surgery in 1939 my associates and 
I presented an exhibit? that illustrated the 
various complications requiring fusion of 
the vertebral column in the presence of 
protrusion of an intervertebral disk. In 


1941 I considered the incidence, signifi- 
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cance and treatment of protrusion of an 
intervertebral disk associated with spon- 
dylolisthesis.® Much has been written 
since, and it appears that there is still con- 
siderable difference of opinion as to the 
indications for fusion and the removal of 
protruded disks. It has been my practice 
to have a neurologist examine all patients 
who present symptoms of root irritation 
before fusion is performed for spondy:o- 
listhesis. At operation, when indicated, I 
have the neurosurgeon remove the disk 
and examine the nerve roots. The ortho- 
pedic surgeon then inserts the bone grafts 
and so on. I call this the “combined opera- 
tion.’’® Close cooperation of the examining 
physician, the roentgenologist, the neuro- 
surgeon and the orthopedist has shown 
that the incidence of protrusion of inter- 
vertebral disks in association with spon- 
dylolisthesis is apparently increasing. 

In a personal communication, Dr. J. 
Grafton Love wrote: “When a patient with 
spondylolisthesis has back pain only, a 
bone-graft fusion may be and usually is 
sufficient for relief. However, if there is, 
in addition to the low back pain, a com- 
plaint of pain characteristic of root pain 
in the distribution of the sciatic nerve, 
then a preoperative myelogram and exam- 
ination of the cerebrospinal fluid for total 
protein content should be made. An in- 
creased value for total protein in the cere- 
brospinal fluid should lead to surgical ex- 
ploration of the fifth lumbar and first 
sacral nerve roots prior to fusion, even if 
the myelogram fails to reveal a defect 
characteristic of a protruded interverte- 
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bral disk. Sometimes protrusion of an 
intervertebral disk may be found asso- 
ciated with the spondylolisthesis (Figs. 10 
and 11). The protrusion may involve the 
disk above the site of the bony lesion or 
the one below, if the spondylolisthesis is 
due to a forward displacement of the 
fourth lumbar vertebra on the fifth, or the 
fifth on the sacrum. If no protruded disk is 
found, the surgeon should look carefully 
for compression of a nerve root or roots 
by the loose neural arch, or a bit of fibro- 
cartilage which sometimes compresses the 
involved nerve root at its foramen of exit 
from the spinal canal. The enlarged, dis- 
placed, hyperirritable congested nerve 
root should be thoroughly decompressed 
before the bone graft is applied across the 
involved interspace.” 

Some of the indications that surgeons 
consider in advising the combined opera- 
tion in cases of protrusion of an interver- 
tebral disk are lumbosacral] arthritis with 
narrowing of the interspace, chronic back- 
ache which is relieved by rest and aggra- 
vated by activity; defects such as spina 
bifida occulta; separation of the neural 
arch; congenital or acquired deformities 
in the lumbosacral area; abnormal mobil- 
ity of the lower part of the lumbar area 
of the spinal column, or looseness of the 
posterior segment of the neural arch. I do 
not routinely remove the latter, as has 
been advocated, because my opinion is that 
by allowing it to remain I gain additional 
viable bone, which will aid fusion. A fi- 
brous mass may form at the site of the 
separated pars interarticularis and cause 





Fig. 18 (opposite).—Preoperative anteroposterior roentgenogram (a) in the ninth illustrative case, 
showing increased density where the roentgen rays passed through the fifth lumbar vertebra and the 
sacrum. Preoperative lateral roentgenogram (b), showing Grade 4 spondylolisthesis, with forward 
and downward displacement of the body of the fifth lumbar vertebra. Separation of the neural arch 
has left the spinous process and lamina posterior to the sacrum. Postoperative anteroposterior roent- 
genogram (c) showing that fusion, two and one-half years later, is complete. Lateral roentgenogram 
(d) taken four and one-half years after the operation, in which fusion was obtained by the use of two 


massive bone grafts from the tibia and by multiple bone shavings and chips. 


(Reproduced, with 


permission of the publishers, from Meyerding, H. W.: Spondylolisthesis, J. Bone & Joint Surg. n.s. 
13:39-48 [Jan.] 1981.) 
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compression irritation of the nerve roots 
or adhesions. Should this develop, it would 
constitute an indication for excision of the 
posterior loose fragment and fibrous tissue, 
followed by decompression of the fifth 
lumbar and first sacral nerve roots.’° 


MEYERDING METHOD OF SPINAL FUSION 
THROUGH A POSTERIOR APPROACH, WITH AR- 
THRODESIS OF THE INTERARTICULAR VERTEBRAL 
FACETS AND USE OF MASSIVE BONE GRAFTS 
AND BONE FRAGMENTS.—The technic of the 
operation I employ is designed to create a tube 
or trough, surrounded by viable bone frag- 
ments, extending from the third lumbar spi- 
nous process to the third sacral segment of the 
sacrum, with arthrectomy of the interarticular 
facets and the insertion of two massive bone 
grafts and cancellous bone and chips of bone 
from the tibia. 

A straight incision in the skin along the 
right side of the spinous processes (1 cm.) 
with retraction allows the freeing of multiple 
bone chips from the tips of the spinous proc- 
esses, with the attachments of the soft tissues 
(Fig. 12 a). With a thin, sharp chisel the lat- 
eral, superior and inferior surfaces of the 
spinous processes are turned aside with bone 
and soft tissue attachments (Fig. 12, b and c), 
and the posterior surface of the lamina is sim- 
ilarly eroded and, with shavings of curled bone, 
is left attached. The interarticular vertebral 
articulations (facets) are destroyed with a 
very small curet, a special curved saw or a 
chisel of my own design (Fig. 12 d), and the 
interspaces are then packed with cancellous 
bone and small bone chips. The sacrum is “fish- 
scaled” by turning up numerous fragments of 
bone still attached, after the ligamentous at- 
tachments with bone particles have been dis- 
placed to the side (Fig. 13 a). 

It is my practice to hinge the lateral bone 
fragments of the upper vertebra to be fused, 
so that the massive grafts can be forced under 
them to assure better fixation (Fig. 13 b). The 
massive bone graft, usually 9 or 10 inches (23 
to 25 cm.) long and about % inch (1.27 cm.) 
wide, long enough when divided into equal 
lengths to include the third lumbar vertebra 
and two segments of the sacrum, is cut so as 
to fit as nearly as possible the involved lumbo- 
sacral curve. They are then removed with an 
electric saw. The exact length and curves to 
be grafted are marked out, and the long tibial 
graft is divided into two lengths, care being 
taken to preserve all attached cancellous bone. 
In fitting the two grafts into the prepared 
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trough at the lumbosacral area it often be- 
comes obvious that close contact at the site 
cannot be attained. When this occurs, the 
spaces that are apparent must be filled with 
numerous cortical chips and cancellous bone, 
so that when the massive grafts have been 
crushed together with a strong, large bone 
holder, the interspinous spaces will be filled to 
their bases and the grafts will make contact. 
I take many pieces of bone of various shapes 
and cancellous bone from the upper third por- 
tion of the tibia and pack them about the 
grafts and the lamina (Fig. 13 6b). 

The grafted area now has hundreds of bone 
chips, some viable and attached to the soft tis- 
sues, which will enclose the massive grafts in- 
a tube when the lumbodorsal fascia is sutured. 
Great care should be taken to see that all 
bleeding points are stopped before the grafts 
are inserted, because if a hematoma develops 
it may lead to drainage and infection. I never 
use wire or metallic fixation of the grafts and 
seldom employ absorbable sutures, depending, 
rather, on tight closure of the fascia and skin 
to hold the tube and its enclosed grafts fairly 
secure (Fig. 12 g). 


Removal of Tibial Grafts and Periosteum.— 
For removal of tibial grafts I prefer a straight 
longitudinal incision, made along and 4 inch 
(0.6 cm.) lateral to the anterior ridge; it 
should be extended an inch (2.5 cm.) beyond 
the desired length of the graft at either end. 
The skin, with the attached fascia, is retracted, 
so as to expose the periosteum, which is cut 
close to the anterior tibial ridge the full length 
of the incision and crosses laterally at the ends. 

With a sharp chisel and beginning along the 
ridge, the periosteum and bone particles are 
raised from below upward. The chisel must be 
held firmly with both hands at an angle of 70 
degrees and rapidly twisted 10 to 20 degrees 
while pressure is exerted firmly against the 
bone and the chisel is moved slowly upward 
along the flat tibial surface. By this means 
the periosteum is lifted and bone fragments 
remain attached to it, leaving the tibial sur- 
face roughened. I call this the “herringbone 
method,” and use it when I wish to resuture 
the periosteum to close the bone cavity or to 
transplant it. 

The periosteum and skin are not separated 
when only a tibial bone graft is desired or 
when the surgeon does not wish to leave the 
periosteum attached to the graft. I abandoned 
the practice of leaving the periosteum on the 
graft because I found that resuturing of the 
periosteum with a continuous fine absorbable 
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suture not only prevented leakage from the 
bone cavity but hastened the formation of a 
new cortex and consequently rapidly strength- 
ened the weakened tibia. 

Part of the “herringboned” periosteum 
may be excised and sutured over the bone 
grafts with the bony side facing inward (Fig. 
14) or may be used to cover large defects after 
secondary operations in which much scar tis- 
sue is present, with absence of lamina. Then 
the smooth side is faced inward. 

A lead wire is useful for measurement of 
the length and shape of the area to be fused. 
This may be held against the tibia so as to 
give the surgeon a better idea of the manner 
in which the grafts should be shaped. When 
severe deformity is present it may be difficult 
to fit a tibial graft into the depressed area, and 
recourse to several sections and multiple shav- 
ings or ground bone may be required. Instead 
of placing the convexly curved side of the mas- 
sive bone graft into the depth of the area to 
be grafted, the graft may be reversed so that 
the concave side extends onto the sacrum and 
curves upward and forward to make contact 
with the third and fourth lamina and spinous 


processes. 
Considerable cancellous bone can be removed 
with a large curet from the upper third part 


of the tibia to fill spaces between the massive 
grafts and the depressed spine, and when the 
“fish-scaled” periosteum is sutured over the 
grafted area the trough is completely covered, 
and more rapid formation of bone takes place. 

When spina bifida occulta of the sacrum 
prevents bony contact of the grafts and the 
sacrum, thin layers of tibial cortical bone are 
placed transversely over the defects and can- 
cellous bone is packed about the area. The 
massive grafts may be inserted at their tips 
into the sacrum to give greater stability 
(Harris!). 

In making the incisions through the skin 
and periosteum, I plan not to have the two 
incisions exactly in the same line; rather, I 
make each so that one overlaps the other. 
When the periosteum is not removed but is 
left attached to the skin, fine absorbable su- 
tures bring the edges snugly together close to 
the tibial ridge. When the periosteum has 
been removed, I use two layers of sutures. The 
first approximates the subcutaneous fascia and 
consists of fine absorbable catgut; the second 
consists of a nonabsorbable material, such as 
silk, cotton or my favorite skin suture, zytor. 

The dressings I use consist of sterile gauze, 
8 or 10 layers in thickness, moistened with a 
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70 per cent solution of ethyl alcohol and a %- 
inch (1.27 cm.) pad of sterile cotton. The moist 
gauze takes up the oozing that commences im- 
mediately after the operation and, spreading 
out, leaves an area which rapidly dries to co- 
agulate and seal the wound with a clot. Ad- 
hesive tape holds the cotton in place on the 
back. It is placed along the sides and at the 
top and bottom edges to prevent the dressing 
from being displaced. The wound in the leg 
is similarly covered and is bandaged carefully 
with a wide roll of folded gauze, over which 
an ordinary 4-inch (10 cm.) bandage is ap- 
plied snugly and secured with adhesive. The 
dressings are not changed for two weeks un- 
less drainage is evident. Usually the dry 
clotted gauze is then adherent to the incisions, 
and it is left in place until it becomes loose. 
Then the stitches may be removed. If there 
is moisture about the wound, it is better to 
reapply a dressing and to change it as often 
as is required to prevent the skin from becom- 
ing macerated. Wounds of the legs heal with- 
out much evidence of the scar when the in- 
cisions are made along the tibial crest. The 
herringboned periosteum prevents formation 
of a depressed area in the tibia, because it cre- 
ates a layer of bone in the normal position. 

Postoperative Care.—The patient is placed 
on a canvas frame, on his back, in the operat- 
ing room, with a pad under the lower part of 
the back and a snug binder about the pelvis 
and waist. The canvas is cut out so as to ac- 
commodate the use of a bedpan. The patient 
is turned to his side daily and is given alcohol 
back rubs. No brace or lumbar support is ap- 
plied until he gets out of bed; pressure necro- 
sis is thus avoided. 

My patients were up and about at the end 
of six weeks, with a lumbosacral support such 
as is shown in Figures 15 and 16. They are 
told to avoid any strain, such as stooping and 
lifting, for at least six months, and to wear 
the brace for at least six months after they 
have been discharged. Roentgenograms should 
be taken at the end of this period, at home or 
when the patients return for reexamination. 
Plaster of paris casts are rarely used unless 
the patient is to be transported a long distance 
at an early date. 


ILLUSTRATIVE CASE 8 (Grade 4 spondylolis- 
thesis associated with trauma in pregnancy 
and subsequent backache and pain in the legs, 
treated by fusion of the third, fourth and fifth 
lumbar vertebrae and sacrum).—A woman who 
had had backache for years fell while she was 
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pregnant, ten months prior to the time of con- 
sultation. Since that time she had had the 
sensation that something was “loose in the 
back,” and pain had developed in the legs. 

Examination disclosed marked lordosis, with 
the torso sunken into the pelvis; forward 
bending was limited and painful. The sacrum 
was prominent, and its upper portion formed 
a shelflike projection. The cerebrospinal fluid 
was normal, and the neurologist could detect 
no neurologic signs of paralysis. Operation 
was performed according to the Meyerding 
technic. Two massive tibial grafts were placed 
in a trough of eroded bone formed by the 
spinous processes and lamina, extending from 
the third lumbar vertebra onto the sacrum, 
with the placing of multiple bone chips about 
the grafts and curetted facet articulations. 
About twenty years have elapsed since the op- 
eration and the time of this report. Six years 
after the operation the husband wrote, “My 
wife is well and happy,” and the patient her- 
self wrote, “I have had two children and am 
well pleased with the results of the operation” 
(Fig. 17). 

ILLUSTRATIVE CASE 9 (A thirty-year cure of 
spondylolisthesis, Grade 4, of the fifth lumbar 
vertebra by use of double tibial massive bone 
grafts).*—A woman aged 19 complained of 
backache, soreness and occasional numbness in 
the legs of four years’ duration. There was no 
history of trauma. During menstruation and 
on walking up steps the pain was aggravated. 
No diagnosis had been made; the patient came 
a great distance for aid and advice because 
she wanted to be married but was disquieted 
because of her disability. 

On examination a prominent shelflike sac- 
rum, with a depression above it and a short- 
ened torso telescoped into the pelvis were ob- 
served. There was tenderness about the lum- 
bosacral and sacroiliac joints, with limitation 
of motion, especially on forward bending. 
Grade 4 spondylolisthesis was diagnosed, with 
forward and downward displacement of the 
fifth lumbar vertebra (Fig. 18, a and b). Op- 
eration was performed in October 1925. Fusion 
of the third, fourth and fifth lumbar vertebrae 
and the sacrum was performed, with the use 
of two massive tibial bone grafts. Many frag- 
ments of the tibia were packed about the 
eroded lamina and spinous processes. Conva- 
lescence was uneventful, and the patient was 
given a lumbosacral support and advised to 
avoid stress ahd strain to the back. Three and 
five years later roentgenograms were taken 


*This ease was first reported in 1931. 
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and showed firm fusion (Fig. 18, c and d). The 
patient was married and had children. This 
was the first case of spondylolisthesis in which 
I operated with the use of bone grafts, and it 
represents a thirty-year cure. 


SUMMARY AND CONCLUSIONS 


The author describes his operation for 
obtaining firm, strong fusion of the spinal 
column by means of arthrodesis of the in- 
terarticular vertebral facets and the use 
of double massive tibial bone-grafts and 
numerous chips and shavings of cortical 
bone and cancellous bone. He presents the 
histories of patients, drawings and photo- 
graphs to illustrate factors of causation, 
the value of roentgenograms (especially 
lateral and oblique views), his classifica- 
tion of spondylolisthesis and the degrees 
of displacement of the involved vertebrae. 


The majority of his patients were men 
engaged in heavy work, and more than 
half gave a history of trauma. Backache 
(90 per cent), with or without saddle pain 
or pain in the leg, was the common com- 
plaint. When unilateral or bilateral sci- 
atica occurs, the possible presence of a 
protruded intervertebral disk must be ex- 
cluded; if a protruded disk actually is 
present, a “combined operation” is indi- 
cated. Spondylolisthesis occurred at the 
fifth lumbar interspace most frequently 
(86 per cent) ; at the fourth (11 per cent) 
in his surgical cases. In the remaining 4 
per cent of cases the lesion was above the 
level of the fourth lumbar vertebra, or 
constituted reversed spondylolisthesis. All 
patients with spondylolisthesis do not 
have symptoms, and the more severe back- 
aches and disabilities do not always afflict 
those patients with the greatest degrees of 
displacement. About 10 per cent of diag- 
noses were made incidentally during ex- 
aminations for other complaints. Many 
patients obtain relief by such conservative 
measures as the wearing of belts, braces 
or reinforced corsets or avoidance of 
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strain and change of occupation. Surgical 
fusion of the third, fourth and fifth lum- 
bar vertebrae is preferable because it pre- 
vents further deformity, forestalls increas- 
ing disability with pain, and restores the 
stability of the spinal column with a back 
strong enough to permit useful employ- 
ment. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Der Verfasser beschreibt sein Verfah- 
ren zur Erzielung einer festen und starken 
Fusion der Wirbelsaule mittels Arthro- 
dese der kleinen Zwischenwirbelgelenke 
und mit Verwendung doppelter massiver 
Knochentransplantate vom Schienbein und 
zahlreicher Stiickchen und Splitter von 
Knochenrinde und Spongiosa. An Hand 
von Krankengeschichten, Zeichnungen und 
Photographien erértert er Aatiologische 
Faktoren, den Wert der Réntgenunter- 
suchung (besonders seitlicher und schra- 
ger Aufnahmen), seine Einteilung der 
Spondylolisthesis und den Grad der Ver- 
schiebung der befallenen Wirbel. 

Die Mehrzahl seiner Kranken bestand 
aus Schwerarbeitern, und mehr als die 
Halfte hatten in der Anamnese eine Ver- 
letzung aufzuweisen, Die iiblichen Be- 
schwerden (90 Prozent) waren Riicken- 
schmerzen mit oder ohne sattelférmige 
Ausstrahlung der Schmerzen oder 
Schmerzen im Bein. Wenn eine ein oder 
doppelseitige Ischias besteht, muss die 
MOdglichkeit eines Vorfalls einer Zwischen- 
wirbelscheibe ausgeschlossen werden; 
liegt in der Tat ein Zwischenwirbelprolaps 
vor, so ist eine “Kombinationsoperation” 
angezeigt. Die Spondylolisthesis trat am 
haufigsten (86 Prozent) im fiinften 
Zwischenwirbelraum der Lendenwirbel- 
sdule und in etwa 11 Prozent der chirur- 
gischen Falle des Verfassers im vierten 
Zwischenwirbelraum auf. In den iibrigen 
drei Prozent lag die Erkrankung oberhalb 
des vierten Lendenwirbels, oder es handel- 
te sich um eine umgekehrte Spondyloli- 
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sthesis. Nicht alle Kranken mit Spondyloli- 
sthesis weisen Krankheitserscheinungen 
auf, und nicht immer leiden diejenigen 
unter den starksten Riickenschmerzen und 
Behinderungen, die den héchsten Grad der 
Wirbelverschiebung aufweisen. In etwa 10 
Prozent der Fille, in denen eine Spondylo- 
listhesis diagnostiziert wurde, geschah 
dies zufallig gelegentlich von Untersu- 
chungen wegen anderer Beschwerden. Vie- 
len Kranken kann durch einfache konser- 
vative Massnahmen wie das Tragen von 
Giirteln, Schienen oder verstirkten Kor- 
setts oder durch Vermeidung von Uber- 
anstrengung oder durch Berufswechsel ge- 
holfen werden. Die chirurgische Fusion des 
dritten, vierten und fiinften Lendenwirbels 
ist anderen Verfahren vorzuziehen, weil 
auf diese Weise weitere Entstellungen und 
fortschreitende schmerzhafte Behinderung 
vermieden werden, eine Festigkeit der 
Wirbelsaule mit kraftigem Riicken erreicht 
wird und der Patient baldige Arbeits und 
Erwerbsfahigkeit erwarten kann. 


SUMARIO E CONCLUSOES 


O autor descreve seu método para obter 
uma fusao firme, e forte da coluna espinhal 
por meio de artrodese das facetas verte- 
brais interarticulares e o uso de enxertos 
duplos de osso tibial massico e numerosos 
fragmentos de osso cancelar e cortical. 
Ele apresenta as histérias dos pacientes, 
desenhos e fotografias para ilustrar fa- 
tores de causa, o valor dos roentgenogra- 
mas, (especialmente vistas laterais e 
obliquas) sua classificagao de espondilo- 
listese e os graus de deslocamento das 
vértebras atingidas. 

A maioria de seus pacientes eram ho- 
mens empregados em trabalho pesado, e 
mais da metade tinha uma histéria de 
trauma. Dor nas costas (90%), com ou 
sem dor ou dor na perna, era a queixa 
comum. Quando ocorre a ciatica unilateral 
ou bilateral, pode-se excluir a presenca 
possivel de um disco intervertebral pro- 
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tuberado; quando um disco protuberado 
esta: realmente presente, uma “operacao 
combinada” é indicada. A espondilolistese 
ocorreu no 5° interespaco lombar mais 
frequentemente (86%) ; no quarto (11%) 
em seus casos cirlrgicos. Nos 4% restantes 
a leséo estava acima do nivel da 4* vérte- 
bra lombar, ou constituia espondilolistese 
reversa. Todos os pacientes com espondilo- 
listese nao tém sintomas, e as mais severas 
dores nas costas e mal estar nem sempre 
afligem os pacientes com os maiores graus 
de deslocamento. Cérca de 10% dos diag- 
ndsticos foram feitos incidentalmente du- 
rante o exame de outras queixas. Muitos 
pacientes obtém alivio usando medidas 
conservadoras tais como cintos, ou corpetes 
reforcados ou evitando e mudanga de 
ocupacao. A fusao cirtrgica da 3*, 4* e 
5* vértebras lombares é preferivel porque 
impede a deformidade posterior, evita a 
incapacidade crescente pela dor, e restaura 
a estabilidade da coluna espinhal com 
umas costas bastante fortes para permitir 
emprégo util. 


RIASSUNTO E CONCLUSIONI 


L’Autore descrive un suo metodo per 
ottenere una fusione solida della colonna 
vertebrale per mezzo dell’artrodesi delle 
faccette interarticolari e con l’uso di due 
grandi trapianti tibiali e di numerosi fram- 
menti di osso corticale e spugnoso. 

Egli, nel suo lavoro, presenta la storia 
dei pazienti, disegni e fotografie atte ad 
illustrare i fattori causali, radiogrammi 
(specialmente laterali ed obliqui), la sua 
classificazione di spondilolistesi e i gradi 
dis spostamento delle vertebre interessate. 

La maggior parte dei suoi pazienti é 
costituita da uomini dediti a lavori pesanti 
e pil della meta ha una storia di traumi. 

Nel 90% si ha mal di schiena con o 
senza doloré a sella o dolore alle gambe. 
Se la sciatica é bilaterale é de escludersi 
un’ernia del disco; ma se é presente anche 
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l’ernia del disco allora occorre un’opera- 
zione combinata. Per lo pit la spondilo- 
listesi si verifica al quinto interspazio lom- 
bare (86%); al quarto interspazio nell’- 
11%. Nei rimanenti 4 casi% la lesione era 
al di sopra del quarto interspazio, Non 
tutti i pazienti affetti da spondilolistesi 
hanno dolori e non sempre in quelli con 
i pit alti gradi di spostamento si hanno 
mal di schiena o inabilita. Circa il 10% 
delle diagnosi venne fatta in occasione di 
esami per altre cause. Molti pazienti risen- 
tono di un certo sollievo indossando cinture 
o corsetti rinforzati, altri cambiando tipo 
di lavoro. La fusione chirurgica della 
terza, quarta e quinta vertebra é da pre- 
ferirsi in quanto preserva da ulteriori de- 
formita, arresta l’inabilita e il dolore e 
ripristina la stabilita della colonna verte- 
brale in modo da permettere utili impieghi. 


RESUME ET CONCLUSIONS 


L’auteur décrit sa technique de spondy- 
losyndesis ferme et solide au moyen de 
l’arthrodése des facettes vertébrales inter- 
articulaires et l’utilisation de doubles 
greffes massives de tibia et de nombreux 
éclats et fragments d’os cortical et spongi- 
eux. I] présente l’anamnése de malades, 
avec des dessins et photographies illus- 
trant les facteurs responsables, ainsi que 
des radiogrammes (surtout en position 
latérale et oblique), et sa classification du 
spondylolisthésis en indiquant les degrés 
de déplacement des vertébres atteintes. 

La majorité de ses malades sont des 
hommes occupés a de gros travaux; |’an- 
amnése indique un traumatisme dans plus 
de la moitié des cas; douleurs dorsales 
(90%), avec ou sans douleurs lombaires 
ou douleurs de la jambe. En cas de scia- 
tique uni—ou bilatérale il faut exclure la 
possibilité d’un disque intervertébral; en 
cas de disque, une “opération combinée” 
est indiquée. La spondylolisthésis s’est 
présenté le plus souvent au niveau du 5e 
espace interlombaire (86%); au niveau 
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du 4e espace interlombaire (11%) dans 
les cas chirurgicaux de l’auteur. Dans 4% 
des cas restants la lésion était située au— 
dessus du niveau de la 4e vertébre lom- 
baire, ou constituait un spondylolisthésis 
inversé. Tous les patients atteints de 
spondylolisthésis ne présentent pas des 
symptomes; d’autre part les douleurs dor- 
sales et les incapacités les plus graves 
n’atteignent pas toujours les malades pré- 
sentant le degré de déplacement le plus 
élevé. Environ 10% des cas ont été diag- 
nostiqués incidemment au cours d’examens 
nécessités par d’autres affections. De nom- 
breux malades sont soulagés par des 
méthodes conservatrices telles que le port 
d’une ceinture, d’un corset renforcé ou 
l’abstention d’efforts (changement de tra- 
vail). Le spondylosyndesis chirurgical de 
la 3e, 4e et 5e vertébre lombaire est 
préférable car il évite une déformation 
ultérieure, il prévient |’augmentation de 
Yincapacité accompagnée de douleurs, et 
restaure la stabilité de la colonne ver- 
tébrale avec un dos assez fort pour per- 
mettre un travail effectif. 
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There is only one way under high Heaven to get anybody to do anything—and 
that is by making the other person want to do it. 


—Carnegie 


A man’s felicity consists not in the outward and visible blessings of fortune, 
but in the inward and unseen perfections and riches of the mind. 


—Anacharsis 





Displacement of the Cervical 


Portion of the Spine 


Identification and Assessment 
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“spondylolisthesis,” many classifica- 

tions of malalignment of the verte- 
brae have been worked out, particularly 
with reference to the lumbar and lumbo- 
sacral regions, e.g., Meyerding’s, Gar- 
land’s and Meschang’ lines and grades. 

Owing to the frequency of injuries of 
all types to the neck, it seems advisable 
to set up a rapid and simple method of 
identifying and assessing similar displace- 
ments in the cervical portion of the spine. 
This examination is not an attempt to 
supplant investigation for evidences of 
fracture, infection, degeneration, necrosis, 
anomaly or neoplasm, and it must be kept 
in mind that any cause of limitation of 
motion of the cervical portion of the spine 
(regardless of cause) will alter the refer- 
ence points to be described. 

The method to be outlined is of consid- 
erable help in assessing disc injuries and 
subluxations and _ utilizes lateral roent- 
genograms of the cervical portion of the 
spine in various positions. It is conducted 
as follows: 

Three lateral roentgenograms are 
taken of the neck with the patient erect 
and at the greatest target-film distance 
that can be secured with the equipment 
available. “These three studies are desig- 
nated “neutral,” “forward flexion” and 
“backward flexion” (extension). The pa- 
tient executes the last two movements to 
the limit of his ability. (He is not to be 
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Sie Kilian in 1853 coined the term 


aided.) The axes of flexion are arranged 
as follows: 

1. A line is drawn parallel to the pos- 
terior border of the seventh cervical verte- 
bra, and another is drawn in the same 
manner to the posterior border of the sec- 
ond cervical. In the “neutral” position 
the point of intersection is at the fifth 
cervical level, or the fourth to fifth; in 
“forward flexion” it is the fourth to fifth 
cervical level, and in “backward flexion” 
(extension) it is the fifth cervical. 

This schema utilizes only three roent- 
genograms that require very simple tech- 
nic. As a screening maneuver, it may be 
all that is needed in cases of early recent 
injury. Obviously it does not replace care- 
ful and complete physical and roentgen 
examinations.* 

2. To utilize the schema described, one 
proceeds as fo'lows: If the points of inter- 
section (reference points) are at variance 
with the points mentioned, pathologic 
change is present and a full study should 
be done. Roentgen analysis of the study 
must include and note at least the follow- 
ing items: 

1. Deviation of the cervical portion of 
the spine from the midline. 

2. Alteration of the usual lordotic cur- 
vature. 


*In my own office the basic procedure for study of the 
cervical portion of the spine includes the following views: 
(a) lateral-neutral, (b) lateral-extension and (c) lateral 
flexion, in each instance right side and left side down; (d) 
anterior oblique, right and left sides; (e) anteroposterior, 
with the patient’s mouth open, and (f) anteroposterior, 
lower portion of the cervical segment of the spine, angled 
5 degrees toward the head. This is not less than 10 studies, 
and even more may be needed at times. 
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Fig. 1—Normal roentgenograms, at rest and with excursion. 


3. Status of the intervertebral fora- 
mens, both right and left. 

4. Status of the uncovertebral joints, 
both right and left. 

5. Status of the apophyseal joints, both 
right and left. 

6. Status of disc spaces and intercarti- 
laginous joints, 

7. Presence or absence of mineraliza- 
tions as well as fractures, etc. 


After injuries to bones and joints, the 
roentgenograms may show no departure 


from the normal for weeks or months if 
vascularity has been impaired, although 
clinical signs and symptoms may be pres- 
ent. During this roentgenographically 
latent period much damage may be done 
by injudicious exercise and use of the part. 
Avascularity can be recognized when suf- 
ficient time has elapsed to permit decalci- 
fication of the adjacent normal bone. 

I have been using this method since 
1941 and have found it of considerable 
help. It is simple and trustworthy. 


Fig. 2—Abnormal roentgenograms, at rest and with excursion. 


593 
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SUMMARY 


The author describes a method for de- 
termining the presence of displacement of 
the cervical portion of the spine. Three 
roentgenograms are taken and points of 
reference established therefrom. If these 
vary from the usual “normal” points, the 
alteration is due to some pathologic cause. 
A full study should then be made. The au- 
thor has employed this method since 1941 
and has found it simple, trustworthy and 


definitely helpful. 
RIASSUNTO 


L’Autore descrive un metodo per deter- 
minare se vi sia spostamento della por- 
zione cervicale della colonna vertebrale. 
Esso consiste nel prendere tre radiogrammi 
e nel controllare i punti di repere. Se tali 
punti di repere variano da quelli “usuali,”’ 
l’alterazione é dovuta a cause patologiche 
che conviene studiare attentamente. L’Au- 
tore usa questo metodo fin dal 1941 e lo 
trova semplice, attendibile e utilissimo. 


SUMARIO 


O autor descreve um método para de- 
terminar a presenca de deslocamento da 
porcao cervical da espinha. Trés chapas 
sao tiradas e pontos de referéncia sao ali 
estabelecidos, Se éles variam dos pontos 
“normais” usuais, a alteracaéo é devida a 
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alguma causa patol6gica. Um estudo com- 
pleto deve entao ser feito. O autor vem 
empregando éste método desde 1941 e 
achou-o simples, de confianca e definida- 
mente satisfatérios. 


ZUSAM MENFASSUNG 


Der Verfasser beschreibt ein Verfahren 
zum Nachweis von Verschiebungen der 
Wirbel im Halsabschnitt,: Er macht drei 
Rontgenaufnahmen, an denen Punkte und 
Linien der Orientierung vermerkt werden. 
Weichen diese vom “Normalbefund” ab, so 
liegen pathologische Verschiebungen vor, 
und eine umfangreichere Untersuchung 
ist angezeigt. Der Verfasser hat sich 
dieses Verfahrens seit 1941 bedient und 
findet es einfach, zuverlassig und wert- 
voll. 


RESUME 


L’auteur décrit une méthode en vue de 
déceler la présence d’un déplacement de 
la partie cervicale de l’épine dorsale. Trois 
radiogrammes sont faits et des points de 
repére établis. Si ceux-ci varient et s’écar- 
tent des points “normaux” une modifica- 
tion pathologique est en cause. Une étude 
compléte du cas est alors indispensable. 
L’auteur utilise cette méthode depuis 1941 ; 
elle est simple, sire et précieuse. 


If we consider the frequent reliefs we receive from laughter, and how often it 
breaks the gloom which is apt to depress the mind, one would take care not to grow 


too wise for so great a pleasure of life. 


—Addison 
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the Eye, Ear, Nose and Throat 
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years have revealed the fact that 
the ear, the nose, the throat and 
especially the eyes are sensitive barome- 
ters indicating the general physical condi- 
tion. Poor health existing as a result of 
disturbed nutrition was found to be the 
basic underlying factor in most unsatis- 
factory results from the fitting of glasses 
or the treatment of pathologic conditions 
of the ear, nose and throat. The nutri- 
tional defect may be caused by improper 
eating or may be secondary to any of nu- 
merous factors — digestive disturbances 
and debilitating diseases that result in 
disturbed digestion and metabolism. 
Neurologic Symptoms. — I propose in 
this article to outline a group of mental, 
nervous and physical symptoms often as- 
sociated with disturbances of the ear, nose 
and throat, which in my hands have re- 
sponded, many times miraculously, to nu- 
tritional treatment. The same symptoms 
are not present in every patient but may 
occur in different combinations, always 
with a background of some kind of nervous 
derangement. Scattered neuritic pains are 
usually present. The eye, ear, nose and 
throat specialist is frequently consulted for 
a severe pain about the ear, the jaw, the 
back of the head or the eyes, or the case is 
referred to him by a dentist who can find 
nothing wrong with an aching tooth. Some 
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patients recite a history of “sinus trouble” 
of long or short duration, although the 
sinuses are perfectly clear. There may be 
ulcerative stomatitis, a raw sore throat, 
tinnitus that prevents sleeping, vertigo or 
perceptive loss of hearing. A _ localized 
burning sensation in the mouth or throat 
occurs frequently. The level of vision is 
variable from moment to moment and day 
to day with the same correction, and the 
refractionist finds it impossible to make 
the patient comfortable with glasses. The 
eyes are often inflamed and sticky with 
secretions, and corneal ulceration is some- 
times present. In cases of severe involve- 
ment, vision may fade away altogether for 
minutes, hours or days. 

Associated general symptoms are a 
choking sensation, the feeling of a lump 
in the throat, worry, depression or irrita- 
bility. Aching, cramping or numbness of 
the extremities is observed in many cases. 
Insomnia is often present, and there may 
be a history of “nervous breakdown.” 
Even trigeminal neuralgia seems to be re- 
lated to this deficiency syndrome. Inter- 
mittent tachycardia is observed frequently, 
as are anorexia and constipation. The 
internist is concerned with the frequent 
occurrence of thoracic pain, which may be 
precordial or angina-like, and the surgeon 
is concerned with scattered pains in the 
abdomen. General weakness and chronic 
fatigue that is not relieved by sleep is a 
common complaint. 
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All of these symptoms responded com- 
pletely or in large measure to the treat- 
ment given. Since the treatment is nutri- 
tional, the entire group may be placed in 
a single package and labeled “deficiency 
syndrome.” No attempt will be made to 
explain how and why improvement is se- 
cured. Suffice it to say that all tissues 
seem to function in a manner more nearly 
approaching the normal. | 


General Considerations.—The important 
role of nutrition in health and disease is 
well known and has been thoroughly es- 
tablished. It is my opinion that many more 
persons enter the doctor’s office suffering 
from nutritional disturbances than is gen- 
erally recognized. The modern manner of 
living has much to do with the develop- 
ment of dietary deficiencies in all economic 
strata of society. 

Most Americans put in much shorter 
hours earning a living than did their an- 
cestors and much longer hours trying to 
make life enjoyable and worth while. They 
are clubbed, wined, dined and partied until 
they scarcely have time to eat or sleep. 
Even school children get into the habit of 
rushing through a meal in order to be 
somewhere else. Eating is accepted as the 
least important function of the day, in- 
stead of the most important. 

Frequently the eyes reflect a weakening 
general physical condition before the pa- 
tient is aware of any change. Refractions 
performed at intervals may show slight or 
significant lens changes, but making 
changes in the lenses does not improve the 
comfort of patients with glasses. Many 
have reduced vision even with the best 
correction, or the vision may be variable. 
Some are relieved by removal of chronic- 
ally infected teeth or tonsils, and others 
return to normal after recovery from a 
chronic illness, such as tuberculosis. These 
observations strongly indicate that the 
ocular trouble is primarily systemic. No 
matter how much one tries to specialize, 
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it is impossible to separate the head from 
the body; it is dependent upon the system 
just as field crops are dependent upon the 
soil. 

Many patients without obvious foci of 
infection were given relief from eye strain 
and made comfortable with glasses by a 
course of two to four weeks on vitamin 
concentrates administered by mouth. Vi- 
sion that was apparently defective often 
returned to normal after this treatment 
without any change of lenses. Patients 
given such therapy to improve visual sta- 
bility frequently reported marked improve- 
ment or relief of other symptoms. 


The only common denominator in all 
these conditions is the nervous system. It 
was concluded, therefore, that results were 
being secured largely through improve- 
ment in neural function. This conclusion 
was supported by the fact that the treat- 
ment was heavy in Vitamin B concen- 
trates, which are known to be necessary in 
the proper functioning of nerve tissue. Re- 
sults secured with oral preparations alone 
were slow and irregular, which was not 
surprising considering the chronicity of 
some of the cases. Many of the patients 
complained of “nervous stomach,” peptic 
ulcers, chronic constipation, allergy to 
foods and other conditions that affect the 
digestion and assimilation of food. It was 
decided, therefore, to try intravenous vita- 
mins along with the oral, in order to make 
sure that the therapy was actually reach- 
ing the tissues. 


Treatment.—The exact treatment varied 
somewhat as time went on, but all patients 
were given a printed sheet indicating the 
better sources of Vitamins A, B and C, to- 
gether with dietary advice on the treat- 
ment of constipation. It also stated that 
some lean meat should be eaten every day. 
One of the strongest B complex concen- 
trates was selected, called ““Combex Ther- 
apeutic,”’* the name of which was later 


*Parke-Davis Co. 
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changed to Theracombex with the addition 
of folic acid. This was supplemented by 
Vitamin B,, 25 mg. twice daily. 

Theracombex was given after breakfast 
and thiamine morning and evening. Some 
patients with marked constipation or sal- 
low complexion were given 5 tablets of 
brewers’ yeast two or three times daily. 

The composition of Theracombex is as 
follows: 


25 mg. 
15 mg. 


Thiamine 
Riboflavin 
Pyridoxine 1 mg. 
Niacinamide 100 mg. 
Bio 10 mg. 
Ascorbic acid 150 mg. 
Folic acid 2.5 mg. 
Intravenous therapy has been used at 
intervals for five to six years. Significant 
ill effects have never been observed from 
any of the injections. They consist of Vita- 
min C, 500 mg.; thiamine hydrochloride, 
100 mg., and a B complex containing the 
following substances in each milliliter: 
Vitamin B,, 100 mg.; riboflavin, 2 mg.; 
pyridoxine, 4 mg.; niacinamide, 100 mg., 
and calcium pantothenate, 10 mg. Injec- 
tions were given twice a week: One ml. 
of the B complex and 1 ml. of Vitamin B, 
containing 100 mg. per milliliter were 
mixed in a 10 ml. syringe with 500 mg. of 
Vitamin C dissolved in 5 ml. of sterile 
water. The injection was given slowly in 
an arm vein with a 26-gauge needle. 
Vitamin B,o, usually in quantities of 500 
micrograms, was given in the muscle at the 
same time. This was added after a report 
came out indicating the value of massive 
doses of Vitamin B,. for various types of 
neuritis. A few doses were given in 
amounts varying from 300 to 1000 mcg., 
with no observable difference in response. 
The minimum effective dose is yet to be de- 
termined. It is known that such large 
doses are not necessary for treatment of 
anemia, and I suspect that they may not 
be necessary in the treatment of neuritis. 
In my single case of trigeminal neuralgia 
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the disease was kept under control quite 
well by the use of B complex factors alone, 
containing only minor quantities of Bo. 

A good history is essential in these cases. 
If noticeable response is not secured after 
a few injections, or if response is too slow, 
there should be a recheck for possible foci 
of infection, food allergies or other condi- 
tions that interfere with nutrition and 
produce localized symptoms. The patient 
may fail to heed dietary advice or continue 
a daily laxative routine without making 
any effort to stop. Synthetic preparations 
should be substituted when allergies or 
other causes interfere with securing ade- 
quate amounts of Vitamins A and C in the 
diet. There must also be adequate intake 
of protein. The chain of nutrition is no 
stronger than its weakest link. 


Results.—Seventy cases (see table) are 
reported in this series, with good or excel- 
lent results in 64, or 91 per cent. All of 
the patients were given oral therapy and 
intravenous vitamin therapy as well as 
dietary advice. 

It is obviously difficult to make an accu- 
rate and scientific evaluation of results in 
patients having such a large number and 
variety of complaints. The subjective im- 
pression of the patient and, in many cases, 
a change in appearance, mental attitude 
and behavior have been used as the prin- 
cipal means of evaluation. The results 
were considered excellent or good when 
there was complete or almost complete re- 
lief of the principal complaints and were 
designated “poor” or “a failure” when 
there was little or no relief. 

Statistics do not tell the entire story. 
Some patients secured dramatic relief 
from nervous tension, pain or mental agi- 
tation from one or two injections. Occa- 
sionally great relief would be felt within 
a few minutes. A woman 81 years old, 
with marked palsy of the hands, stopped 
shaking after a few injections, and her 
family as well as her physician thought 
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Relative Frequency of Symptoms in 70 Neurologic Cases 





Symptoms 


Total Cases 
No. 


Chief Complaint 
No. %o 








General nervousness ... 
Numbness, aching, cramping of extremities 
Neuritis 





Defective hearing, tinnitus, vertigo 
Insomnia 








Worry, depression, agitation 
Intermittent tachycardia 








Variable vision, asthenopia 
Choking or lump in throat 
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Chronic constipation 





_ 


Anorexia 
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Chest pain 





_ 
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Blepharitis 
Stomatitis, sore mouth 


iy 
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Abdominal pain 





— 
> 


Nervous breakdown 





59 
47 
45 
33 
33 
33 
30 
32 
27 
26 
22 
19 
14 
13 
11 
11 





she looked ten years younger. She no 
longer required a helping hand to get 
around. A 75-year-old woman convalescing 
from a major operation was writhing with 
mental agitation and pain. Within five 
minutes she became calm and said that a 
weight had been lifted from her chest and 
the pain was about gone from her legs. A 
lawyer with thoracic pain relieved by 
nitroglycerine was soon able to resume his 
normal activities without nitroglycerine. 
One woman returned for more injections 
because her husband had said she was eas- 
ier to get along with! Another had been 
badly frightened when her husband drove 
the car 55 or 60 miles an hour, but thought 
nothing of it after a few injections. 

Chronic fatigue is a symptom of major 
importance that was not at first consid- 
ered. It occurred in not less than 15 of 
these cases, and in practically all it was 
relieved and the patients enabled to con- 
tinue work they had previously been un- 
able to do. 

An observation of great importance is 
the relation of perceptive hearing loss, tin- 


nitus and vertigo to this nutritional neuro- 
logic syndrome. Symptoms referable to the 
eighth nerve rank fourth in frequency in 
these cases. They were present in 33 and 
a chief complaint in 15, 

The treatment seems to exert a general 
stimulating effect on the digestive tract. 
The appetite usually improved, but at the 
same time some patients were able to lose 
weight. The man who stated that his stom- 
ach was “too small” soon found he could 
eat more, and the woman who had taken a 
laxative practically every day for forty 
years found that she could get along with- 
out it. 

Variable vision or ocular pain is espe- 
cially important and is one of the more 
common observations in persons with un- 
stable health. Ocular symptoms not cor- 
rectable by refraction were present in at 
least 32 of the 70 cases. Numb, aching or 
cramping extremities were present in 67 
per cent and were almost invariably re- 
lieved. This was a chief complaint of 13 
per cent. 

The relief of symptoms commonly diag- 
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nosed as due to globus hystericus was usu- 
ally prompt and gratifying. Only 1 failure 
in 27 cases is reported. 

Insomnia is a common symptom in nerv- 
ous patients and is usually relieved, to- 
gether with the other neurologic manifes- 
tations. 

In 6 cases the results of treatment were 
classed as unsatisfactory, although in at 
least 3 of these, from the patients’ point 
of view, they were not completely unsatis- 
factory. One, a woman 73 years old, was 
extremely senile and had high blood pres- 
sure. She was given four series of injec- 
tions over a two-year period, to a total of 
21 injections. She felt better after the first 
three series, but the final result after 
treatment was stopped was “no noticeable 
improvement.” Another, a 70-year-old 
woman, complained of a glossopharyngeal 
neuralgia, deafness and tinnitus. A series 
of 6 injections in March 1955 produced 
much improvement. The patient failed to 
follow oral therapy, and in January 1956 
a series of 8 injections failed to relieve the 
pain in her tongue. An intracranial opera- 
tion was performed. The third patient was 
a 44-year-old woman who complained of 
extreme nervousness, tinnitus and some 
deafness. She was given 11 injections over 
a period of forty-two days. There seemed 
to be improvement at times, and then she 
would relapse. The cause of this failure is 
unknown, but it is considered likely that 
she had an undiscovered allergy. Two 
trips to Barnes Hospital in St. Louis failed 
to reveal the cause of the trouble. 


Some patients with symptoms of general 
nervousness stated that they had under- 
gone prolonged treatment with estrogenic 
substances for the menopausal syndrome. 
All were relieved by the nutritional treat- 
ment and were able to discontinue hor- 
mone therapy. One 49-year-old woman 
had been given theelin injections regularly 
for nine years. No attempt is made to ex- 
plain these results, which are recorded as 
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interesting and unexpected. 

One of the 3 remaining patients was 
given only 3 injections and complained, 
among other things, of a “nervous stom- 
ach,” which was probably due to food 
allergy. She was not seen again after cer- 
tain foods had been eliminated. In the re- 
maining 2 cases the patients were probably 
not adapted to this kind of treatment. One 
was a man aged 65, with general weakness, 
arthritis of the spine and obvious senility. 
His general strength and alertness im- 
proved to some extent, but the overall pic- 
ture changed little with 7 injections. The 
other patient was a woman aged 32, with 
nervousness of four to five days’ duration 
and diplopia associated with the estro- 
genic cycle. She was given only 3 injec- 
tions in about one week, which is inade- 
quate for either treatment or observations. 


REPORT OF CASES 


CASE 1 (Trigeminal Neuralgia).—Mrs. A. 
A. O., aged 69, complained of severe shooting 
pains in the right side of the face, with a trig- 
ger point in the upper lip starting in the fall 
of 1951. In addition, she mentioned general 
nervousness, insomnia, marked fatigue and in- 
ability to eat because of pain. She was in a 
depressed mood and unable to do her work. 
She was first seen four months after the be- 
ginning of symptoms and was given the usual 
intravenous and oral therapy, but no Vitamin 
B,2. There was almost complete recovery after 
2 injections. The symptoms recurred after 
some weeks, and she went to St. Louis, where 
a posterior root section of the fifth nerve was 
advised. She returned for more nutritional 
treatment instead. There were four relapses 
in the next five years, and each time she was 
effectively relieved. Laxity in oral therapy 
preceded most of the return visits. A nervous 
shock from a motor accident apparently pre- 
cipitated one attack. A burning pain in the 
lateral aspect of the leg always preceded facial 
pain. Recovery from pain was accompanied by 
improved strength and a general feeling of 
well-being. 

CASE 2 (Vertigo).—Mrs. T. E. M., a woman 
35 years old, was first seen on Feb. 29, 1956, 
complaining of dizziness of three weeks’ dura- 
tion, constant after 9 or 10 a.m. but not severe 
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enough to prevent walking. Other symptoms 
were‘a choking sensation, a thick feeling in the 
tongue and numbness of the extremities. The 
patient was a heavy smoker. The oral and in- 
travenous treatment was given, and she was 
advised to stop smoking. Dizziness was almost 
gone after the first injection. After twenty- 
two days and 6 injections she said that she 
had never felt better. Her complexion had im- 
proved, and there was less fatigue. It was dis- 
covered that she had been smoking a few cig- 
arettes each day. 

CASE 3. (Globus Hystericus).—Mrs. Z. B., 
a woman aged 36, consulted me primarily be- 
cause of a choking sensation and a lump in the 
throat that could not be dislodged. There was 
also some ocular pain, aching and numbness 
of the extremities, pain in the right occipital 
area, left intercostal pain, anorexia, heartburn 
and regurgitation, constipation and extreme 
nervousness. Previous studies had shown 
slightly low blood pressure with the electro- 
cardiogram, the basal metabolic rate and tho- 
racic roentgenograms all within normal limits. 
She was given routine therapy plus 5 brewers’ 
yeast tablets three times a day. Three days 
later she reported that she felt like a different 
person. Symptoms persisted, however, with 
gradual improvement. Further questioning re- 
vealed heavy smoking and coffee drinking, 
which were stopped. The nerves and general 
strength were much improved after eighteen 
days, but constipation and pain in the left in- 
tercostal and colonic areas continued. It was 
discovered that onions would cause thoracic 
pain and orange, grapefruit, tomato and let- 
tuce resulted in digestive symptoms. Elimina- 
tion of these resulted in rapid clearing of all 
symptoms. 

The patient was given 16 injections over a 
period of fifty-three days. When she was last 
seen there had been no symptoms for some 
time, and she had been working hard with no 
ill effects. Here was a definite case of globus 
hystericus that cleared rapidly under nutri- 
tional therapy. The nutrition was complicated 
by food allergies, and some symptoms per- 
sisted until this cause was eliminated. - 


CASE 4 (Neurologic Symptoms of the Ear, 
Nose and Throat).—Mrs. W. S. C. complained 
chiefly of a burning throat, throbbing in the 
throat, intermittent pain in the ears, headache, 
frequent nasal blockage and postnasal drip. 
The general symptoms were chronic fatigue, 
palpitation, leg ache, extreme nervousness and 
irritability and a noticeable lag in ability to 
remember. The patient was apprehensive 
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about becoming unable to do her work. Rou- 
tine treatment was started, and after 3 injec- 
tions there was a remarkable improvement in 
strength and nervous stability, as well as in 
local symptoms. Her husband said that she 
seemed like a different person. All symptoms 
were gone after 6 treatments. Four more in- 
jections were given at intervals over the next 
two months and another series after an attack 
of influenza six months later. Each time there 
was improvement. The recovery from mental 
symptoms as well as from those referable to 
the ear, nose and throat, was particularly in- 
teresting in this case. 

CASE 5 (Stomatitis).—Mrs. W. W., a woman 
70 years old, complained of a sore mouth, the 
soreness being of nineteen months’ duration. 
The tongue was beefy red and ulcerated and 
had a white leukoplakia-like coating. Other 
symptoms were aching and numbness of the 
extremities, insomnia, a tendency to worry, 
and pain in the shoulders, elbows and knees of 
four years’ duration. Eating. was painful. 
Routine therapy included 5 brewers’ yeast tab- 
lets three times daily. All ulcers were healed 
after 3 injections. Sensitivity to citrus fruits 
and tomatoes was discovered. These were 
eliminated, and the patient was given ascorbic 
acid, 100 mg., three times daily. She was given 
10 injections over a thirty-day period, after 
which time all symptoms were much improved. 
The white coating on the tongue, however, did 
not completely disappear. Six weeks after in- 
jections were stopped the patient was doing 
well, but the tongue was still thick and raspy. 


CASE 6 (Raw Sore Throat and Neuritis).— 
Mr. O. P., a 29-year-old mechanic, complained 
of a mildly irritating sore throat persisting 
constantly for one month. There had been fre- 
quent attacks during the past year. Penicillin 
administered elsewhere had not given relief. 
The tonsils had been removed, and examina- 
tion of the throat showed only slight redness. 

The history revealed severe general nervous- 
ness, accompanied by irritability, depression 
and worry. A small burn on the hand had al- 
most caused the patient to‘quit his job. Shoot- 
ing pains were frequently present in the back 
of the neck, behind the ears and in the legs. 
The patient complained of much numbness and 
aching of the legs and also of chronic consti- 
pation. The soreness in the throat extended 
to the gums and palate. Other complaints were 
intermittent tachycardia, irregular appetite, 
visual instability, some redness of the lid mar- 
gins, occasional tinnitus and vertigo and, for- 
merly, much pain in the chest. 
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The regular oral and intravenous therapy 
was given. Soreness in the throat disappeared, 
and the patient felt much better after the first 
injection. After the second he noted increased 
energy and improvement of the appetite. He 
continued to improve in every way, acquiring 
a sense of improved mental as well as physical 
well-being. 


CASE 7 (Asthenopia and Photophobia).— 
Mrs. F. M. G., aged 40, consulted me for pain 
in the eyes and photophobia, which had been 
present most of her life. She could not be 
helped by lenses. Other symptoms were gen- 
eral weakness, extreme nervousness, anorexia, 
loss of weight, tingling and numbness of the 
extremities and shortness of breath. The his- 
tory indicated a “nervous breakdown” in 1950, 
followed by temporary loss of hearing and per- 
sistent anosmia. She had been given injections 
of theelin regularly for nine years. All symp- 
toms cleared rapidly under oral and injection 
therapy. The asthenopia improved but was not 
completely eliminated after 16 injections over 
a sixty-day period. It was discovered that the 
patient had been taking mineral oil regularly. 
Theelin was not required after this treatment 
was started, and the patient’s strength and 
feeling of well-being returned to normal. 


SUMMARY 


The establishment of good nutrition is 
obviously not a symptomatic type of treat- 
ment. It must be continuous to be most 
effective, and there is evidence to indicate 
that, when the various essential elements 
are continuously available to the tissues, 
the concentration in which they are sup- 
plied may be greatly reduced. The effec- 
tive concentration may vary with the indi- 
vidual patient and the diseased state. 

In an attempt to meet all requirements, 
the doses given were high. It is clearly 
desirable to treat all patients with a regi- 
men of oral preparations and food sources 
of essential nutrients as soon as possible. 
A marked tendency exists, as soon as the 
patient feels better, to lapse into the old 
methods of eating and living that produced 
the trouble in the first place. 

The nutritional treatment outlined rests 
purely on an empiric basis. It has been 


601 


LINTON: NEURAL CONDITIONS OF EYE, EAR, NOSE AND THROAT 


used for a wide variety of neuropsychiatric 
patients with symptoms touching prac- 
tically every field of medicine. The excel- 
lent results secured in treatment of 
difficult-to-cure symptoms in the “head 
specialties” (neuritis, asthenopia, tinnitus, 
globus hystericus, vertigo and stomatitis) 
were accompanied by equally remarkable 
improvement in systemic symptoms, 

Some of the systemic conditions that 
yielded to treatment were numbness, ach- 
ing or cramping of the extremities; pains 
in the chest, the abdomen, the back and 
elsewhere; chronic constipation; insom- 
nia; anorexia; chronic fatigue; general 
weakness; general nervousness, and a wide 
variety of nervous and mental symptoms 
ranging from temporary loss of memory, 
worry, depression and irritability to sui- 
cidal tendencies and a subjective sensation 
of mental derangement. 

In the author’s opinion the method out- 
lined will be of great value in surgical 
diagnosis, since it helps to eliminate pain 
of neural origin, which might otherwise 
require an exploratory operation. It may 
also improve the operative risk from some 
debilitated patients. Hope is extended to 
a vast army of patients with nervous and 
mental diseases that their trouble may be 
prevented or alleviated. The relief of fa- 
tigue, worry, irritability, insomnia, etc.. 
may have far-reaching effects on industry, 
the home and society. The relief of un- 
reasonable fears while riding in a car sug- 
gests the possibility of a remedy for back- 
seat driving. The elimination of chronic 
fatigue by the correction of nutritional de- 
fects may prevent many motor accidents, 
as well as accidents in the home and fac- 
tory. Finally, the way may be opened to 
an important method of improving family 
harmony and reducing juvenile delin- 
quency. 

RIASSUNTO 


Una buona nutrizione non é certo un 
tipo di trattamento sintomatico. Essa deve 
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essere continua perché sia pit efficace ed 
é chiaro che se i vari elementi essenziali 
sono continuamente a disposizione dei tes- 
suti, la concentrazione pud esserne grande- 
mente ridotta. 

La concentrazione pud inoltre variare a 
seconda dell’individuo e a seconda dello 
stato di malattia. 

Allo scopo di soddisfare tutti i fabbisog- 
ni vennero somministrate delle forti dosi. 
E’ desiderabile che tutti i pazienti possano 
venir trattati con preparati per uso orale 
e con i costituenti essenziali dell’alimenta- 
zione. 

Esiste la cattiva abitudine di consentite, 
non appena il malato si sente meglio, che 
egli riprenda a comportarsi e a nutrirsi 
come prima di ammalare. 

Lo schema di alimentazione suggerito 
é stato formulato su basi empiriche e adot- 
tato in un gran numero di malati nervosi 
con disturbi svariatissimi. Gli ecellenti 
risultati ottenuti nella cura di sintomi 
ribelli nelle malattie nervose (neuriti, 
astenopia, globe isterico, vertigini, stoma- 
titi) si ottennero del pari anche nel con- 
fronto degli altri disturbi di carattere gen- 
erale. 

Questi ultimi erano rappresentati da 
senso di peso o crampi delle estremita, 
dolori al torace, all’addome, alla schiena 
0 altrove, stipsi cronica, insonnia, anores- 
sia, fatica, debolezza, nervoso, oltre a dis- 
turbi nervosi e mentali quali la perdita 
della memoria, la preoccupazione, la de- 
pressione nervosa, l’irritabilita, la tenden- 
za al suicidio e la sensazione soggettiva di 
non avere la testa a posto. 

L’Autore é d’avviso che il metodo pro- 
posto possa essere utile nelle diagnosi chi- 
rurgiche dacché consente di eliminare i 
dolori di erigine nervosa che altrimenti 
richiederebbero un intervento esplorativo. 
Consente a una gran quantita di malati 
nervosi e méntali la speranza di migliorare 
i loro disturbi. Si otterranno effetti in- 
estimabili dal punto di vista unamo e 
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sociale togliendo a questi malati il senso 
della fatica, della irritazione, della inson- 
nia. La scomparsa della fatica, correggen- 
do i difetti della nutrizione, pud prevenire 
molti incidenti automobilistici o sul lavoro. 
Infine pud influire sui rapporti familiari 
e ridurre la delinquenza minorile. 


SUMARIO 


O estabelecimento de béa nutric&ao nao 
é, ébvio, um tipo sintomatico de trata- 
mento. Deve ser continuo para ser bem 
eficaz, e ha evidéncia para indicar que, 
quando os varios elementos essenciais se 
acham continuamente viaveis para os teci- 
dos, a concentracéo na qual sao supridos 
pode ser grandemente reduzida. A con- 
centracéo eficaz pode variar com cada pa- 
ciente e o estado da moléstia. ~ 

Em uma tentativa para suprir todas as 
exigéncias, as doses dadas foram altas. E 
claramente desejavel tratar todos os pa- 
cientes com um regimen de preparacdes 
orais e e comida de nutrientes essenciais, 
o mais breve possivel. 

O tratamento nutricional descrito de- 
pende puramente da bases empiricas. Foi 
usado para uma grande variedade de pa- 
cientes neuropsiquiatricos com sintomas 
que compreendiam praticamente todos os 
campos da medicina. Os resultados exce- 
lentes asseguardos no tratamento de sin- 
tomas dificeis de se tratar em “especiali- 
dades da cabeca” (neurite, astenopia, tin- 
nitus, globus hystericus, vertigo e esto- 
matite) foram acompanhados de melhora 
igualmente notavel dos sintomas sistémi- 
cos. 

Alguns dos sintomas sistémicos que 
responderam ao tratamento foram mudez, 
dor ou caimbra das extremidades; dores 
no térax, abdomen, costas e outros lugares; 
constipacao crénica; insénia; anorexia; 
fadiga crénica; fraque sa geral; nervoso 
geral; e uma grande variedade de sinto- 
mas nervosos e mentais variando da perda 
temporaria de meméria, preocupacao, de- 
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pressao e irritabilidade a tendéncias sui- 
cidas e uma sensacdo subjetiva de desar- 
ranjo mental. 

Na opiniao do autor, o método descrito 
sera de grande valor no diagnéstico cirtr- 
gico, uma vez que ajuda a eliminar a dor 
de origem neural, que de outra forma 
poderia exigir uma operacao exploratéria. 
Pode também melhorar o risco operatério 
para alguns pacientes debilitados. A es- 
peranga se estende para um grande exér- 
cito de pacientes com moléstias nervosas e 
mentais de que seus incémodos serao pre- 
venidos ou aliviados. O alivio da fadiga, 
preocupacao, irritabilidade, insdénia, etc., 
pode ter efeitos de longo alcance na in- 
dustria, no lar e na sociedade. O alivio 
de temores irrazoaveis ao se andar de auto- 
mével sugere a possibilidade de um remé- 
dio para se guiar no banco de tras. A eli- 
minacaéo de fadiga crénica pela correcaéo 
de defeitos nutricionais pode impedir mui- 
tos acidentes de carro, bem como acidentes 
no lar e na fabrica. Finalmente, o caminho 


pode ser aberto para um importante mé- 
todo de melhorar a harmonia da vida de 
familia e reduzir a deliquéncia_juvenil. 


ZUSAM MENFASSUNG 


Die Versorgung mit guter Ernahrung 
ist offentsichtlich nicht eine nur sympto- 
matische Form der Behandlung. Gute 
Ernahrung ist von grésster Wirksamkeit, 
wenn ihr Durchfiihrung fortgesetzt wird. 
Es liegen deutliche Beweise vor, dass die 
Konzentration der Zufuhr der verschiede- 
nen elementaren Nahrstoffe erheblich her- 
abgesetzt werden kann, wenn den Ge- 
weben diese Stoffe standig zur Verfiigung 
stehen. Die wirksame Konzentration ist 
bei den einzelnen Patienten und je nach 
dem Zustand der Erkrankung verschieden. 

Mit der Absicht allen Anforderungen zu 
geniigen verabreichte der Verfasser hohe 
Dosen. Es ist offensichtlich erstrebenswert, 
allen Patienten so bald wie méglich eine 
Diat von einnehmbaren Priaparaten und 
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Nahrungsmitteln, die die wesentlichen 
Nahrstoffe enthalten, zuzufiihren. Es be- 
steht eine starke Neigung, in die alten 
Ernahrungs-und Lebensgewohnheiten, die 
urspriinglich zur Erkrankung gefiihrt 
hatten, zuriickzufallen, sowie der Patient 
sich besser fiihlt. 


Die vom Verfasser angegebene Erniah- 
rungsbehandlung beruht auf rein empiri- 
scher Basis. Sie ist an neuropsychiatrischen 
Kranken verschiedenster Art angewandt 
worden, deren Beschwerden praktisch in 
alle Gebiete der Medizin hineinreichten. 
Die ausgezeichneten Erfolge, die in der 
Behandlung schwer zu heilender Erschei- 
nungen von “Kopfkrankheiten” (Neuritis, 
Schwachsichtigkeit, Ohrenklingen, Globus 
hystericus, Schwindel und Mundhohlenent- 
ziindung) erzielt wurden, gingen mit einer 
ebenso bemerkenswerten Besserung der 
Allgemeinerscheinungen einher. 


Zu den auf die Behandlung ansprechen- 
den Allgemeinsymptomen gehérten Taub- 
heitsgefiihl, Schmerzen oder Krampfe in 
den Gliedmassen, Schmerzen in der Brust, 
im Bauch, im Riicken oder anderen K6r- 
perteilen, chronische Verstopfung, Schlaf- 
losigkeit, Appetitlosigkeit, chronische 
Miidigkeit, allgemeine Schwache und Ner- 
vositaét und eine grosse Anzahl verschie- 
dener nervoser und seelischer Beschwerden 
wie zeitweiliger Gedachtnisverlust, Angst- 
zustande, Depressionen und Reizzustinde 
bis zu Selbstmordneigungen und subjekti- 
vem Gefiih] der Geistesgestértheit. 


Der Verfasser halt das von ihm be- 
schriebene Behandlungsverfahren fiir 
recht wertvoll in der chirurgischen Dia- 
gnostik, weil es dazu verhilft, Schmerzen 
nervoésen Ursprungs auszuschalten, die 
unter Umstianden zu einer explorierenden 
Operation Anlass geben kénnten. Ferner 
kann die Behandlung das Risiko einer 
Operation bei geschwachten Patienten her- 
absetzen. Er hofft, einer grossen Menge 
von Kranken mit nervésen und seelischen 
Leiden Hilfe versprechen zu kénnen. Die 
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Befreiung von Miidigkeit, Angstzustan- 
den; Reizbarkeit, Schlaflosigkeit usw. kann 
auf dem Arbeitsplatz, in der Hauslichkeit 
und in der Gesellschaft zu weit reichenden 
Wirkungen fiihren. Die Beseitigung unbe- 
griindeter Angstlichkeit beim Autofahren 
erdffnet die Méglichkeit, die stérende Ner- 
vositat von Mitfahrern aus dem Wege zu 
schaffen. Die Heilung chronischer Miidig- 
keit durch Ausgleichung von Nahrschidi- 
gungen kann zur Verhiitung vieler Auto- 
mobilunfalle und anderer Unfalle im 
Hause oder an der Arbeitsstiatte beitragen. 
Schliesslich mag hier auch ein wichtiges 
Verfahren zur Verbesserung der Famili- 
enbeziehungen und zur Herabsetzung der 
Kriminalitit der Jugendlichen gegeben 
sein. 
RESUME 


L’administration d’un régime alimen- 
taire bien étudié doit étre continue pour 
étre efficace, et il est clair que lorsque les 
divers éléments nutritifs essentiels sont 


apportés aux tissus avec rogularité, leur 
concentration peut étre grandement ré- 
duite ; celle-ci peut varier selon les malades 
et leur état. 

En vue de satisfaire 4 tous les besoins 
de l’organisme, les doses ont été élevées 


dans les cas traités par l’auteur. II est 
hautement souhaitable d’administrer les 
éléments nutritifs essentiels le plus tot 
possible. I] existe une tendance marquée, 
dés que le malade se sent mieux, 4 re- 
tomber dans les anciennes habitudes d’ali- 
mentation et de vie ayant été une des 
causes principales de la maladie. 

La thérapeutique alimentaire décrite 
repose purement sur des bases empiriques. 
Elle a été utilisée dans un grand nombre 
de cas de neuropsychiatrie avec symp- 
tomes touchant pratiquement tous les do- 
maines de la médecine. Les excellents 
résultats obtenus dans le traitement de cer- 
tains symptoémes rebelles des “affections 
de la téte” (névrite, asthénopie, bourdon- 
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nements d’oreilles, boule hystérique, ver- 
tige et stomatite) ont été accompagnés 
d’une amélioration également remarquable 
des symptomes généraux. 

Quelques-uns des symptémes généraux 
rebelles consistaient en torpeur, douleurs 
ou crampes des extrémités, douleurs tho- 
raciques, abdominales, dorsales ou autres, 
constipation chronique, insomnie, anorexie, 
fatigabilité chronique, faiblesse générale, 
nervosité, ainsi qu’un grand nombre de 
symptoémes nerveux et mentaux allant de 
la perte de mémoire temporaire a l’anxiété 
et 4 lirritabilité, jusqu’a la tendance au 
suicide et a l’impression subjective d’un 
trouble mental. 

L’auteur pense que la méthode décrite 
peut avoir une valeur aussi dans le diag- 
nostic chirurgical, car elle aide 4 éliminer 
les algies d’origine neurale qui pourraient 
autrement exiger une opération explora- 
trice. Elle peut également diminuer le 
risque opératoire chez certains malades 
affaiblis. Elle permet en outre de donner 
& un nombre considérable de malades 
souffrant d’affections nerveuses et men- 
tales l’espoir que leurs troubles pourraient 
étre évités ou atténués, Le soulagement 
de l’état de fatigue, d’anxiété, d’irritabilité, 
d’insomnie, etc, peut avoir des effets a 
distance sur l’industrie, la famille et la 
vie sociale. De plus l’élimination de la fatig- 
abilité chronique par la correction du 
régime alimentaire peut aider a éviter bien 
des accidents dans tous les domaines. En- 
fin, la voie peut par la étre ouverte 4 une 
importante méthode d’amélioration de 
l’harmonie familiale, et a la réduction de 
la délinquence juvénile. 
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Rehabilitation of the Hard of Hearing 
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of the most fascinating subjects in 

the field of otology. Working with 
persons who are hard of hearing and be- 
ing able to do something for them is a 
most satisfying experience. 

The person who is hard of hearing 
often has problems that reach far beyond 
himself and his own difficulties, which of 
course are important. His hearing defect 
affects those around him; it affects his 
family, it affects the persons he works 
with. Frequently his ability to hold a po- 
sition is entirely dependent upon his abil- 
ity to hear. Not only holding a _ po- 
sition but advancing oneself often 
depends on adequate hearing. Unfortu- 
nately, a person who is hard of hearing 
has a tendency to undergo definite per- 
sonality changes; otologists try. to prevent 
this at all costs, because such changes, 
once they have occurred, are often irre- 
versible. Too often one sees persons who 
have become introverted as they lost their 
hearing. They do not mingle with others; 
they stay by themselves. Their social ac- 
tivities are cut down to a minimum. There 
is a definite loss of self-confidence. Once a 
human being becomes withdrawn and in- 
troverted a serious problem is present, in- 
volving the personality as well as the 
hearing. 

Often those who are hard of hearing 
will show a loss of facial expression. 
There are also changes in the voice, de- 
pending on the type of hearing loss. A 
person with nerve deafness will speak 
very loudly, because he does not hear his 
own voice. A person with a conductive 
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loss speaks very softly and sometimes can 
hardly be heard. : 

Before discussing the general classifica- 
tion of hearing losses, a brief résumé of 
the basic physiologic aspects is in order. 


Sound waves are created as one speaks. 
They are funnel-led into the external audi- 
tory canal against the tympanic mem- 
brane. If the sound is to be heard, it 
must then be transferred beyond the 
tympanic membrane, through the middle 
ear space. There is a beautiful and deli- 
cate mechanism in the middle ear that 
carries the sound through it to the 
cochlea, which is the end organ of hear- 
ing. The ossicular chain is a mechanism 
exerting strong leverage and multiplies 
the force of the sound waves twenty times 
as they pass from the tympanic mem- 
brane to the cochlea. The malleus is in 
contact with the tympanic membrane. The 
middle bone, the incus, articulates with the 
stapes, which in turn fits into the oval 
window. Movement of the stapes will 
stimulate the organ of Corti within the 
cochlea. The actual vibration of the os- 
sicular chain is so minute that it cannot 
be visualized under the ordinary micro- 
scopic lens. 

Understanding the basic physiologic na- 
ture of hearing, one realizes that two 
types of hearing loss can occur. The first 
is the type in which the end organ of hear- 
ing (the cochlea) is disturbed. This is 
called a “perceptive type” or a “nerve 
type” of deafness; the cochlea itself is not 
able to receive the sound that comes to it. 
A rather large number of patients have 
hearing losses of this kind as a result of 
degenerative processes, viral and bacterial 
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infections, toxic disturbances, etc. Unfor- 
tunately, in the presence of nerve deaf- 
ness the degenerative process is irrever- 
sible. 

On the other hand, a large proportion 
of the hard of hearing have a conductive 
type of hearing loss. With this type the 
sound is impeded at some point along the 
ossicular chain before it reaches the 
cochlea. For the patients in this group 
the otologist can do a great deal—much 
more than for those with nerve deafness. 

Patients with degenerative intracochlear 
changes can be helped in some instances 
only by a hearing aid; there are certain 
cases in which even a hearing aid cannot 
help. This is because a hearing aid is 
nothing more than an amplifier, and there 
must be some degree of residual sound 
left that can be amplified within the 
cochlea. If little or none exists, poor re- 
sults will be obtained through the use of 
an instrument. 

A hearing aid can also be used by a pa- 
tient with conductive hearing loss and is 
more effective than when used with the 
“nerve type” loss. 

If one has the opportunity to restore 
hearing, however, either through the use 
of a hearing aid or by a specialized surgi- 
cal procedure, it is usually more desirable 
to use the surgical approach, since a more 
natural type of hearing can be obtained. 

This article is limited to the rehabilita- 
tion of patients with conductive hearing 
loss, namely, the type due to otosclerosis. 
The hearing loss caused by otosclerosis, if 
left to run its course, is progressive and 
irreversible. It is an extremely complex 
process, going through several pathologic 
stages. 

I have described the three bony ossicles 
that reside within the middle ear and the 
manner in which they carry the sound 
waves through to the cochlea. The stapes 
fits snugly into the oval window and 
actually can be thought of as being on a 
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hinge moving within that window. Should 
this window stiffen and finally cease to 
move at all, the result stimulates otoscle- 
rosis. Actually this process begins with 
the formation of a new and foreign type 
of bone in the region of the annular liga- 
ment. As the pathologie changes progress, 
it seals off the stapedial vestibular articu- 
lation until finally the stapes is fixed 
solidly within the oval window. Sound, 
therefore, is stopped at this point and can- 
not reach the hearing nerve. This process 
is a slow one, occurring primarily in 
young persons and more frequently in 
women than in men. It is interesting to 
note that if a hormonal upheaval occurs 
within the body, as during pregnancy or 
lactation, there will often be swifter de- 
terioration of the hearing. 


Once the stapes is fixed, the cochlea re- 
ceives less and less stimulation. This re- 
sults in secondary nerve deterioration, 
which causes the hearing loss to become 
progressively worse. 


The fenestration operation, in which a 
new window is created in the horizontal 
semicircular canal, is now familiar to all. 
With this procedure the surgeon reroutes 
the sound so that the middle ear and the 
oval window are bypassed; instead, the 
sound waves enter the fenestra in the hor- 
izontal semicircular canal and are absorbed 
into the perilymphatic fluid. It is impor- 
tant to realize that the fluid within the 
semicircular canal is contiguous with the 
fluid within the cochlea, so that actually 
the sound is now going in at the back door, 
so to speak. It is understandable that 
hearing obtained in this manner cannot 
attain a normal level, since no operative 
substitute can be as efficient as nature’s 
own ossicular mechanism. Nevertheless 
this procedure, which was developed to its 
present-day practical state by Dr. Julius 
Lempert, has been a tremendous contribu- 
tion and a great help to those who suffer 


with this type of hearing loss. 
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I should now like to mention a new tech- 
nic for the rehabilitation of patients with 
this same otosclerotic deafness, a pro- 
cedure called mobilization of the stapes. 
An attempt is made to mobilize the fixed 
stapes by approaching it directly through 
the middle ear. The whole basis of this 
procedure is utilization of the ossicular 
chain to transfer sound to the cochlea in 
the normal manner. This idea is not a 
new one, having occurred to various men 
in the 1880’s and 1890’s. Miot and 
Boucheron in France, Faraci in Italy and 
Jack at the Massachusetts Eye and Ear 
Clinic (1904 and 1905) actually extracted 
the stapes. It was never really a practical 
procedure in those days, however, and 
eventually all efforts to loosen the stapes 
were abandoned. It was not until 1953 


that Dr. Samuel Rosen deliberately worked 
out a technic by which, under direct visu- 
alization, good lighting and high magnifi- 
cation, he was able to accomplish mobili- 
zation of a fixed stapes, using the same 


technic but with certain modifications. 


Technic.—The operation is performed 
with the region under local anesthesia. 
The patient is confined to the hospital 
overnight and is able-to leave the next 
morning, “feeling fine.” As a matter of 
fact, he is able to go back to work within 
a day or two after the operation. The use 
of local anesthesia opens up other ramifi- 
cations in the otologic field. As is well 
known, the tympanic membrane is ex- 
tremely delicate and sensitive. With 2 per 
cent xylocaine and epinephrine, plus 
halurodinase to cause the solution to in- 
filtrate quickly and thoroughly, one is able 
to produce complete anesthesia of the ex- 
ternal] auditory canal, the tympanic mem- 
brane and all portions of the middle ear. 


This is accomplished quickly (Fig. 1) 
with three small injections, which are 
quite painless. The initial incision is made 
Yy inch (0.6 cm.) away from the drum, 
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Fig. 1.—Injection of 2 per cent xylocaine, epi- 
nephrine and haluronidase. Complete anesthesia 
of external canal, drum and middle ear. 


under magnification through an ear 
speculum, with use of the Zeiss binocular 
loop (Fig. 2A). It is made on the pos- 
terior canal wall from 12 to 6 o’clock. The 
skin is then elevated down to the tympanic 
membrane (Fig. 2B). The ear drum, 
which is contiguous with the skin of the 
posterior canal wall, is elevated and folded 
over upon itself, which exposes the con- 
tents of the middle ear (Fig. 3A). The 
first thing observed is a portion of the 
incus, the promontory and the niche of the 
round window. The stapedial incudal 
joint may come directly into view. De- 
pending on the shape of the external canal, 
the stapedial tendon may be visible where 
it is attached to the stapes. The chorda 
tympani nerve can frequently be seen as 
it traverses the middle ear. This nerve 
must be avoided, if possible, because in- 
jury to it will produce distressing symp- 
toms—loss of the sense of taste and para- 
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thesia of the tongue. Frequently, before 
the stapes can be properly exposed, it is 
necessary to remove some of the bony 
overhang of the posterior canal wall with 


Incision of skin on the 
posterior woll of the 
external auditory conol. 


Elevotion of skin 


Fig. 2.—A, incision of skin on posterior wall of 
external auditory canal. B, elevation of skin 
toward tympanic membrane. 
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a curet (Figs. 3B and 4). The next step 
is to attempt to loosen the fixed stapes. 
This is done by placing an instrument on 
the anterior aspect of the neck of the 
stapes and then exerting an intermittent 
pulsating type of pressure. The force is 
exerted toward the. stapedius tendon, 
which is in the physiologic plane of move- 
ment of the stapes. The placing of the in- 
strument must be exact. It must be placed 
on the neck of the stapes, which is 1 mm. 
in length, Placement on the crura will 
fracture the stapes, and there will be no 
improvement of hearing. The mobilizer 
must be accurately controlled by the sur- 
geon. If the stapes becomes mobile as a 
result of this technic, there is visible 
shortening of the stapedius tendon and a 
definite tactile sensation is felt by the sur- 
geon. In many cases the stapes is so 
solidly fixed that it feels as if the instru- 
ment is being applied to a solid rock. In 
others the stapes conveys a definitely 
springy sensation. 

If the stapes is too firmly fixed, repeated 
pressure will fracture it. Fortunately, the 
hearing of patients selected for an opera- 
tion of this kind is so severely depressed 
that fracturing the crura of the stapes will 
not increase the hearing loss. 

After the stapes has been mobilized, the 
tympanic membrane and the skin of the 
canal wall are replaced in their normal 
positions. If the stapes has been com- 
pletely mobilized, the sudden return of 
hearing at this point is often extremely 
dramatic. A patient who could not hear 
beyond 12 inches (30 cm.) will often hear 
a soft voice from the other side of the room 
and outside noises. 

His excitement and emotion at this sud- 
den return of hearing is often tremendous. 
It is often difficult for him to realize that 
he is really hearing. This enthusiasm is 
transferred to the physician, who is as 
deeply thrilled as the patient. 


One must be certain before completion 
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Eordrum being lifted 
out of the annulor sul- 
cus. 


Fig, 3.—A, eardrum being lifted out of the an- 
nular sulcus. B, tympanic membrane folded for- 


ward, exposing middle ear. Fixed stapes ready 
to be mobilized. 


of the operation that no bony spicules have 
been left under the skin flap, because they 
will act as sequestrae and start an infec- 
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Aiternate oppearance 
of the middie eor where 
bony annular rim covers 
ossicles. Dotted lines 
indicate bony area to 

be removed. 


Stapes 


Bony onnulor rim re- 
moved with with curette 
exposing fixed stapes. 


Fig. 4.—A, alternate appearance of middle ear 

where bony annular rim covers ossicles. Dotted 

line indicates bony area to be removed. B, bony 

annular rim removed with curet, exposing fixed 
stapes. 


tion. The inner wall of the middle ear 


must be inspected to make sure that there 
is no blood in the round window niche or 
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in or about the oval window. There is 
very little postoperative pain; the patient 
may enjoy a full meal the same evening. 
It is wise to continue administration of a 
prophylactic antibiotic during the first few 
days after the patient is discharged from 
the hospital. On the day after the opera- 
tion a clot usually forms in the external 
auditory canal, which will lower the hear- 
ing temporarily if a good result has been 
obtained. After this clot has been re- 
moved the hearing will jump up again to 
its new improved level. I have found that 
it is best not to clean the ear too much 
after the operation, lest any infection 
should occur before a good degree of heal- 
ing has taken place. 

As far as complications are concerned, 
in my experience with over 500 cases, they 
have been kept to a minimum. There has 
been 1 case of acute parotitis following 
injection of the local anesthetic, and 1 case 
of facial paresis, which was resolved with- 
in a few days. There was also 1 case of 
labyrinthitis following work at and around 
the footplate of the stapes. Perforation 
of the tympanic membrane cannot be con- 
sidered a true complication, since such a 
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Fig. 5.—Audiogram. Note critical 30-decibel line. 

Solid audiometric curve represents an early con- 

ductive (otosclerotic) type hearing loss. Inter- 

rupted line indicates same hearing loss with 

secondary nerve deterioration after it has 
progressed. 
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perforation generally heals within a few 
days. If infection should develop, it can 
be readily controlled with the antibiotics 
and local treatment. 


What are the hearing results? After all, 
this is the most important point. I have 
observed that approximately 36 per cent 
of good results can be obtained with these 
patients. In other words, approximately 
1 out of 3 patients accepted for operation 
will have his hearing restored or will be 
rehabilitated to a point at which his hear- 
ing will help him socially and economically. 


Before pointing out how much hearing 
the patient can obtain from this operation, 
I should like to call attention to an audio- 
gram (Fig. 5). An audiogram is nothing 
more than a chart showing the degree of 
hearing loss in the various frequencies of 
hearing, beginning at a low frequency of 
128 vibrations per second and going up to 
8,000. The actual loss of hearing is cal- 
culated in terms of the decibel, which is 
really the smallest increment of sound that 
the human ear can distinguish. Often this 
is thought of in terms of percentage, but 
this is not actually correct. Note that 
there is a 80-decibel line. This is the so- 
called critical level of hearing, since a 
patient whose hearing in the speech fre- 
quencies is at or slightly below this level, 
is definitely hard of hearing, When it 
drops down to the 35-decibel and the 40- 
decibel level in this area, then he de- 
cidedly needs help, whether that of a 
hearing aid or that obtained by surgical 
intervention. The actual amount of hear- 
ing improvement obtainable by operation 
will depend on the vitality of the auditory 
nerve. If bone conduction, which is a 
measure of function of the auditory nerve, 
is good to begin with, excellent hearing 
may be obtained (Fig. 6). If there existed 
before the operation a degree of secondary 
nerve deterioration, the possibility of ob- 
taining a high level of hearing does not 
exist (Fig. 7). Each case must be studied 
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separately and evaluated in its own light. 
In approximately 1 out of 3 cases the hear- 
ing will rise above the 30-decibel line, 
which means that, for all practical pur- 
poses, the patient will be rehabilitated 
socially and economically. If the hearing 
comes from the 60-decibel up to the 35- 
decibel level it can still be considered an 
excellent improvement, and for the pa- 
tient it is simply wonderful, but in view 
of the established audiometric criteria he 
cannot be considered completely rehabili- 
tated. 

Now what happens to this new hearing? 
Does it hold up? That, of course, is the 
most important question. So far, observa- 
tions of the postoperative results extend 
back over two and a half years. One out 
of every 5 patients who obtained good re- 
sults has shown a tendency to lose the in- 
itial improvement. This usually occurs 
within the first month, or it may appear 
gradually over approximately six months. 
On revision of these cases it was observed 
that there was a refixation of the stapes 
either equal to that observed at the first 
operation or greater. In such cases it be- 
comes necessary to do a revision. Revision 
is a simple procedure, since, if it is neces- 
sary to remove any bony annular rim, this 
has already been done at the first opera- 
tion. In this series, interestingly enough, 
the hearing level in the majority of cases 
in which revision was done showed no 
tendency to slip a second time. 

If the first mobilization of the stapes of 
one ear has failed to produce results, the 
course in rehabilitation should not be 
abandoned. It is generally advisable to 
attempt mobilization of the stapes of the 
other ear at a later date, since the hear- 
ing loss associated with otosclerosis is usu- 
ally bilateral. The fact that one mobiliza- 
tion has failed does not mean that the 
other will respond in the same way, since, 
as is well known, the actual degree of fixa- 
tion of the stapes is often not related to 
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Fig. 6.—Audiogram showing high level of bone 
conduction. Result obtained here has_ utilized 
this entire bone conduction potential. The solid 
line represents the preoperative hearing; inter- 
rupted line, postoperative result, entirely above 
the 30-decibel level in the speech frequencies. 


oa antl cu 4ransea OD S9 
eB 





64 ' 48 40% bi¥: 

















> 








7 


LOSS IN DECIBELS 





\ 


» 


Yili ay 
Lriiae Wu 


Limits of Audometer 
ry 7744/4430774 
FREQUENCY 26% $792 11504 


Air Conduction, Right Ear = O Bone Conduction, Right Ear = | 
Air Conduction, Left Ear = X Bone Conduction, Left Ear = [ 




















2. 2S 









































Fig. 7.—Typical otosclerotic (conductive) hear- 
ing loss with secondary nerve deafness. Solid line 
represents preoperative hearing; interrupted line 
follows the postoperative bone conduction curve. 
It cannot exceed its bone conduction potential. 


the degree of the hearing loss, For in- 
stance, in a single patient with a severe 
hearing loss the stapes in one ear may be 
fixed to such an extent that it feels like 
a stone, whereas in the other ear it can 
be readily mobilized. Knowing this, I ad- 
vise my patients to have the other ear 
operated on should the first procedure fail, 
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As can be imagined, however, there are 
cases in which the desired result is not 
obtained after either mobilization. One 
must prepare the patient for this possi- 
bility and try to make him understand 
that what he is actually going through 
is a course of rehabilitation, and that any- 
thing worth while in this world, particu- 
larly hearing, does not come easily. The 
majority of the patients will go along with 
this advice, knowing that the otologist has 
their interests at heart. 

What is the next step, then, if surgical 
mobilization has not been successful? For- 
tunately it is still possible to do a fenestra- 
tion operation, with the same possibility 
of obtaining a good result as if no previous 
operation had been done on the ear. Excel- 
lent results have been obtained with this 
technic. 

The full course of surgical rehabilitation 
for an otosclerotic patient, then, consists 
first of mobilization of the stapes in one 
ear and possibly in the other; then, if 
necessary, fenestration. At present, fenes- 
tration is considered more in the light of 
a major operation than is mobilization of 
the stapes; also, it is more confining for 
a patient and poses certain postoperative 
problems. I prefer, therefore, to try the 
simpler of the two procedures first, even 
though a higher percentage of good results 
may be obtained by fenestration. If mo- 
bilization of the stapes fails, nothing is 
lost, since it is still possible to perform 
fenestration. 

I have mentioned the fact that rehabili- 
tation of the hard of hearing is extremely 
gratifying. There are disappointments 
too, of course. Those fortunate enough to 
have their hearing restored are certainly 
the most grateful patients that. one can 
have, and observing them makes one con- 
tinue eagerly with these endeavors. The 
work that is now going on and being fur- 
ther developed offers more hope to the hard 
of hearing than ever before. Through con- 
stant study and effort one can actually re- 
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habilitate “the whole patient” by restoring 
self-confidence and social ease and at the 
same time relieving the tension and anxie- 
ties that accompany a hearing loss. 


SUMMARY 


The author. emphasizes the difficulties, 
personal, social and vocational, of the un- 
rehabilitated person with a defect of hear- 
ing. One of the chief dangers is change in 
personality. 

The chief emphasis of this article is 
placed on rehabilitation of patients with a 
conductive type of hearing loss, i.e., 
otosclerosis. Fenestration and its benefits 
are mentioned, and a procedure more re- 
cently devised—mobilization of the stapes 
—is described, with details of the technic. 
Local anesthesia is used; the patient is 
hospitalized for one night only and is 
usually able to return to work within a 
day or two after the operation. 

In the author’s experience with more 
than 500 cases, complications have been 
minimal (1 case of parotitis after injec- 
tion of the local anesthetic, 1 case of facial 
paresis, resolved within a few days, and 
1 case of labyrinthitis following operative 
work at and around the footplate of the 
stapes). Perforation of the tympanic 
membrane may occur but cannot be con- 
sidered a complication, since it generally 
heals within a few days. Infection, should 
it occur, can be readily controlled with 
antibiotics and local treatment. 

In approximately 1 out of 3 patients the 
results, with regard to hearing, are ex- 
cellent. As to the duration of the improve- 
ment, only 1 out of 5 shows a tendency 
toward recurrent deafness. 

The author points out the great impor- 
tance of treating the hard-of-hearing pa- 
tient as a whole, since his rehabilitation 
depends not only upon the improvement of 
his hearing but on the restoration of his 
self-confidence and social ease. 
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ZUSAM MENFASSUNG 


Der Verfasser weist auf die persén- 
lichen, gesellschaftlichen und beruflichen 
Schwierigkeiten hin, denen Personen mit 
Schadigungen des Gehoérs ausgesetzt sind. 
Eine der Hauptgefahren liegt in der Ver- 
anderung der Persoénlichkeit. Derartige 
Folgen kénnen, wenn sie einmal einge- 
treten sind, unter Umstanden nicht mehr 
riickgingig gemacht werden. 

Das Hauptgewicht dieser Arbeit wird 
auf die Wiederherstellung von Kranken 
mit Schidigungen der Schalleitung, d. h. 
mit Otosklerose, gelegt. Die Fensterungs- 
operation und ihre Vorteile werden er- 
wahnt. Ein anderes Operationsverfahren 
jiingeren Datums, die Mobilisierung des 
Steigbiigels, wird mit Angabe der tech- 
nischen Einzelheiten beschrieben. Sie wird 
unter 6rtlicher Betaéubung ausgefiihrt; die 
Kranken bleiben nur fiir eine Nacht im 
Krankenhaus und kénnen gewohnlich in- 
nerhalb von ein bis zwei Tagen nach dem 
Eingriff zur Arbeit zuriickkehren. 

In den 500 Fallen des Verfassers ist nur 
ein dusserst geringes Auftreten von Kom- 
plikationen beobachtet worden: ein Fall 
von Parotitis nach Einspritzung des 6rt- 
lichen Betaubungsmittels, ein Fall von 
Fazialisliahmung, die innerhalb weniger 
Tage zuriickging, und ein Fall von Laby- 
rinthitis im Anschluss an operative Ar- 
beit an und in der Umgebung der Fuss- 
platte des. Steigbiigels. Eine Perforation 
des Trommelfells kann vorkommen, sollte 
aber nicht als Komplikation angesehen 
werden, weil sie. gewohnlich innerhalb 
weniger Tage heilt. 

Etwa auftretende Infektionen kénnen 
mit Antibiotika und értlicher Behandlung 
leicht kontrolliert werden. 

Die Erfolge sind, was die Horfahigkeit 
anbetrifft, in etwa einem Drittel der 
Falle ausgezeichnet. Hinsichtlich der 
Dauer der Hérverbesserung lasst sich nur 
in einem Fiinftel der Falle eine Tendenz 
zu riickfalliger Taubheit beobachten. 
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Der Verfasser unterstreicht die Wich- 
tigkeit, die Gesamtpersénlichkeit des 
Schwerhiérigen zu behandeln, weil seine 
Wiederherstellung nicht allein von der 
Besserung der Hoérfahigkeit sondern auch 
vom Wiederaufbau seines Selbstvertrau- 
ens und der Erleichterung seiner sozialen 
Schwierigkeiten abhangt. 


RIASSUNTO 


L’Autore sottolinea le difficolta person- 
ali, sociali e vocali cuiva incontro una 
persona con un difetto di udito. Di queste 
la pid’ grave @ indubbiamente un cambia- 
mento della personalita che, una volta ini- 
ziato, pud divenire irreversibile. 

La maggior importanza, nell’artico!o, 
viene data alla riabilitazione dei pazienti 
che abbiano una perdita dell’udito dovuta 
ad alterazioni del condotto, quale ad esem- 
pio da l’otosclerosi. Viene menzionata la 
fenestrazione con i suoi benefici e descrit- 
to, con particolari sulla tecnica, un nuovo 
procedimento: la mobilizzazione delle staf- 
fe, Si fa un’anestesia locale; il paziente 
viene ricoverato solo per una notte e in 
genere pud tornare al lavoro una o due 
giorni dopo |’intervento. 

L’esperienza dell’autore, fatta su 500 
casi, dimostra che si ha un minimo di com- 
plicazioni (1 caso di parotite dopo l’iniezi- 
one dello anestetico locale; 1 caso di paresi 
facciale risolto in pochi giorni e 1 caso di 
labirintite conseguente le manovre opera- 
torie attorno al piatto della staffa). Si 
pud avere perforazione della membrana 
del timpano, ma questa non é da conside- 
rarsi una complicanza dato che si risolve 
in pochi giorni. Qualora si abbia infezione 
é facile controllarla subito con antibiotici 
e trattamento locale. 

Per quanto riguarda l’udito i risultati 
sono eccellenti in uno su tre pazienti circa ; 
per quanto riguarda, invece, la durata del 
miglioramento solo uno su cinque pazienti 
mostra una tendenza alla recidiva della 
sordita. 
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Viene anche messa in luce |’importanza 
di trattare i malati duri di orecchio da un 
punto di vista generale e non soltanto per 
quello che riguarda l’udito perché la loro 
guarigione dipende anche dal recupero 


della fiducia in se stessi e della confidenza ~ 


nella societa. 
SUMARIO 


O autor salienta as dificuldades, pessoal, 
social e vocacional, da pessoa desajustada 
com um defeito de audigéo. Um dos prin- 
cipais perigos é a alteracao da personali- 
dade, que pode se tornar irreversivel se 
permitir que ocorra uma vez. 

-O énfase mais importante déste artigo 
esta colocado na reabilitacéo dos pacientes 
com um tipo condutivo de perda de audi- 
cao, por exemplo, otosclerose. A fenes- 
tracao e seus beneficios sio mencionados, 
e um método criado mais recentemente— 
mobilizacaéo dos estapédiosaé—é descrito, 
com detalhes de técnica. A anestesia local é 
usada; os pacientes s&o hospitalizados du- 
rante uma noite apenas e usualmente 
podem retornar ao trabalho dentro de um 
dia ou dois depois da operacaéo. 

Na experiéncia do autor com mais de 
500 casos, as complicacées foram minimas 
(1 caso de parotidite apéds a injecéo de 
anestésico local, 1 caso de paresia facial, 
resolvido em poucos dias, e 1 caso de labi- 
rintite apés o trabalho operatorio no local 
e em redor da plataforma dos estapédios). 
A perfuracéo da membrana timpanica 
pode ocorrer mas nao pode ser considerada 
uma complicacao, uma vez que geralmente 
cicatriza dentro de poucos dias. 

A infecg&o, se ocorrer, pode ser pronta- 
mente controlada com antibidticos e tra- 
tamento local. ; 

Em aproximadamente 1 de 8 pacientes, 
os resultados, em relacéo 4 audic&o, sao 
excelentes. Quanto 4 duracg&o da melhora, 
apenas 1 em 5 casos mostra cendéncia em 
relacéo a surdez recorrente. 

O autor chama a atenc&o para a grande 
importancia de se tratar o paciente dificil 
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de escutar como um todo, uma vez que sua 
reabilitagéo depende nao sdmente da me- 
Ihora de sua audicéo, como também da 
restauracao da confianga em si e 4 vontade 
social. 

RESUME 

L’auteur souligne les difficultés person- 
nelles, sociales et professionnelles de la 
non-réhabilitation d’un malade dont l’ouie 
ets atteinte. Un des plus grands dangers 
réside dans ces cas dans la modification de 
la personnalité du patient qui peut étre 
irréversible une fois établie. 

Le principal objet de cet article est 
l’étude de la réhabilitation de malades at- 
teints d’un trouble de l’ouie du type con- 
ducteur, tel par exemple |’otosclérose. La 
fénestration et ses bienfaits sont mention- 
nés, et l’auteur décrit une technique ré- 
cente avec mobilisation des étriers, pra- 
tiquée sous anesthésie locale. Le patient 
est hospitalisé pendant une nuit seulement 
et peut généralement reprendre son tra- 
vail un ou deux jours aprés l’opération. 

L’expérience de |’auteur s’étend sur plus 
de 500 cas; les complications post-opéra- 
toires ont été minimes (1 cas de parotidite 
aprés injection de |’anesthésique, un cas 
de parésie faciale durant quelques jours, 
et un cas de labyrinthite aprés interven- 
tion sur la lame des étriers). Une perfora- 
tion de la membrane tympanique est pos- 
sible, mais elle ne peut étre considérée 
comme une complication étant donné qu’- 
elle se cicatrise en peu de jours. En cas 
d’infection, antibiotiques et traitement 
local. 

Les résultats sont excellents dans en- 
viron un cas sur trois. Un cas sur cing 
seulement montre une tendance 4 la réci- 
dive. 

L’auteur attache une grande importance 
au traitement psychothérapique, car la 
réhabilitation due sujet ne dépend pas 
seulement de l’amélioration de son ouie, 
mais également du fait qu’il doit retrouver 
tout sa confiance en soi et en son role so- 
cial. 





Fenestration 


GEORGE E. SHAMBAUGH, JR., M.D. 
CHICAGO, ILLINOIS 


fenestration operation in cases con- 

sidered ideally suitable I reviewed 
100 consecutive cases that had been classi- 
fied as of Type A suitability in which the 
operation was performed after Jan. 1, 
1947, and the patients followed for at least 
five years. The technic employed in these 
operations was essentially the same as is 
used today, with enchondralization, dom- 
ing and polishing of the bone around the 
fenestra; removal of all particles of bone 
dust with the aid of the operating micro- 
scope; continuous irrigation and careful 
toilet of the plastic skin flap; preservation 
of the endosteum to the fenestral margins, 
and elastic sponge packing. 


There were 12 “initial failures.” In 
examining the records of these cases I note 
that 7 patients had sufficient postoperative 
serous labyrinthitis to prevent an ideal 
hearing result. In 1 of these the hearing 
was worse; in 3 it was unchanged (within 
7 decibels of the preoperative level) ; in 4 
it was improved 16 to 28 decibels to reach 
a level of 32 to 35 decibels loss for the 
speech frequencies, but short of the level 
of practical hearing. 


In 4 of the 12 initial failures, reexam- 
ination of the preoperative bone conduc- 
tion audiograms showed sufficient begin- 
ning cochlear degeneration to have 
satisfied classification as Type B. In 1 of 
these cases the 30 decibel level was reached 
in the five-year test, but was a few decibels 
short of this limit of practical hearing in 
the six-month and the two-year test. 


"Te determine the late results of the 


Read a at the Twentieth Annual Congress of the United 
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In 1 case of initial failure the patient 
had transient labyrinthine hydrops at the 
time of the six-month test, but returned to 
a very good gain of 32 decibels and an 18 
decibel level at the time of the five-year 
test. 

Study of the 14 “late failures,” the 
cases in which practical hearing was ob- 
tained at six months but dropped below 
the 30 decibel line at five years, shows that 
9 of the patients actually lost only 3 to 7 
decibels of their gain, but this was enough 
to place them out of the fully rehabilitated 
classification. In 5 of these the results of 
preoperative bone conduction tests would 
have justified classification under Type B. 
In 3 of the “late failures” progressive 
cochlear nerve degeneration had developed 
slowly. In 1 the clinical picture of laby- 
rinthine hydrops was present. In 2 in- 
stances the late failure was considered the 
result of closure of the fenestra. One pa- 
tient had gained 15 decibels to reach the 
28 decibel level six months and two years 
after the operation, but on the five-year 
test had dropped to a 42 decibel level, just 
2 decibels above the preoperative one. 
This is assumed to represent a late closure. 
The other patient gained 30 decibels to 
reach the 22 decibel level at six months, 
declining to a 33 decibel level at two years 
and a 35 decibel level at five years, when 
the hearing was 17 decibels above the pre- 
operative loss. This is attributed to par- 
tial closure. 

To summarize, in this particular series 
of 100 Type A cases in which fenestration 
was done, 26 patients enjoyed practical 
hearing five years after the operation, 
within the arbitrary limit of a 30 decibel 
loss for the speech frequencies. The two 
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most frequent causes of failure were post- 
operative serous labyrinthitis and incor- 
rect classification. Closure of the fenestra 
appears to have become a less important 
cause of failure since modern fenestration 
technic has been developed. 

To aid in the selection and classification 
of cases according to their suitability for 
operation I now employ a simple formula 
based on the unrestored residue of conduc- 
tive loss after successful fenestration. 
This concept, which originated with Davis 
and Walsh in 1950, I consider one of the 
more important recent contributions to 
fenestration. If one takes 25 decibels as 
the average value for this residual conduc- 
tive loss, the result of fenestration in a 
particular patient may be predicted as a 
hearing level 25 decibels below his cochlear 
reserve. The bone conduction audiogram 
is the best available measure of the coch- 
lear reserve. The audiogram should first 
be calibrated so that it gives an average 
zero reading by both air and bone for nor- 
mal ears, and an equal loss by air and bone 
in a purely perceptive loss. Carhart has 
shown that in cases of otosclerotic fixation 
of the stapes there is a shift in the bone 
curve, greatest at 2,000 cycles, that disap- 
pears after fenestration and therefore 
appears to be the result of altered cochlear 
mechanics, rather than attributable to a 
neurosensory origin. The best estimate of 
the cochlear reserve is obtained by cor- 
recting the bone conduction audiogram for 
this mechanical shift, a reasonable aver- 
age correction being 5 decibels at 512, 10 
decibels at 1024 and 15 decibels at 2048, 
or an average of 10 decibels for the three 
speech frequencies. To save time, one may 
simply predict the result of fenestration in 
a particular patient as a hearing level 15 
below the average uncorrected bone loss 
for the speech frequencies. 

If the prediction formula is applied to 
the failures listed under “incorrect classi- 
fication” none of the patients would be ex- 
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pected to reach the 30 decibel level of 
practical hearing. Had this prediction for- 
mula been available five years ago, when 
these 100 patients were operated on, the 
9 cases of Type B suitability would not 
have been included. Thus, five years after 
the operation, the percentage of fully re- 
habilitated patients would have been more 
than 80, instead of 76. 


SUMMARY 


Today’s fenestration operation, in the 
author’s opinion, offers the patient of 
Class A suitability somewhat more than 
eight chances in ten of attaining practical, 
serviceable hearing and maintaining it for 
at least five years. Comparison of the 
hearing after fenestration with the hear- 
ing by the same patients with hearing aids 
before operation, with the use of cali- 
brated speech and discrimination tests, 
shows that, on the average, patients of 
Class A suitability hear as well or slightly 
better after the operation. Fenestration, 
therefore, appears to be the rehabilitative 
method of choice for the patient with oto- 
sclerosis without cochlear degeneration, 
provided this patient is willing to accept 
the 1:5 chance of failure, either early or 
late. 


RESUME 


La technique actuelle de la fénestration 
offre, d’aprés l’auteur, aux patients de la 
catégorie A un peu plus de 8 chances sur 
10 d’obtenir et de conserver une ouie satis- 
faisante pendant au moins 5 ans. Des 
comparaisons au moyen d’appareils et de 
tests avant et aprés la fénestration mon- 
trent qu’en moyenne les patients de la 
catégorie A entendent aussi bien, voire 
mieux aprés l’opération. C’est pourquoi la 
fénestration parait étre la méthode de 
choix pour les malades atteints d’otosclé- 
rose sans dégénérescence cochléaire, a con- 
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dition qu’ils soient d’accord d’accepter un 
risque d’échec précoce ou tardif de 20%. 


RIASSUNTO 


L’intervento attuale di fenestrazione 
offre, secondo l’autore, ai pazienti del 
Gruppo A pit di 8 probabilita su 10 di 
mantenere un udito sufficiente per almeno 
5 anni. Il paragone fra l’udito del pazi- 
ente dopo l’intervento e quello dello stesso 
paziente prima dell’intervento aiutato da 
apparecchi acustici, usando per la prova 
suoni adatti, dimostra che nella media i 
pazienti del Gruppo A odono come o anche 
meglio di prima. 

La fenestrazione appare quindi il me- 
todo di scelta per la cura dell’otosclerosi 
con degenerazione cocleare, ammesso che 
il paziente accetti di correre un rischio di 
insuccesso prima 0 poi, 


SUMARIO 


Hoje em dia, a operacdo de fenestracao, 
na opiniado do autor, oferece ao paciente 
de adaptabilidade Classe A pouco mais de 
8 chances em 10 de obter e manter a 
audicao pratica e servical pelo menos dur- 
ante 5 anos. A comparacéo da audicao 
apos a fenestracaéo com a dos mesmos pa- 
cientes que se utilizavam de aparelhos 
antes da operacao, com o uso da palavra 
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calibrada e teste de descriminacao, mostra 
que em média, pacientes de adaptabilidade 
Classe A ouvem tao bem ou pouco melhor 
apés a operacao. A fenestrac&o, portanto, 
parece ser o método rehabilitador de es- 
colha para o paciente com otoesclerose sem 
degeneracaéo wma vez que o paciente este- 
ja disposto a aceitar a chance de 1:5 de 
fracasso, quer cedo ou tarde. 


ZUSAM MENFASSUNG 


Der Verfasser glaubt, dass die heutige 
Form der Fensterungsoperation dem 
Kranken der Eignungsklasse A eine etwa 
80 prozentige Chance bietet, fiir die Dauer 
von mindestens fiinf Jahren ein praktisch 
taugliches Hérvermégen zu erreichen. Ein 
Vergleich der Hoérfahigkeit eines Patien- 
ten nach der Fensterung mit seinem Hor- 
vermégen vor der Operation (unter Ver- 
wendung von Ho6rapparaten, kalibrierter 
Sprache und Ableseiibiingen) ergibt, dass 
im Durchschnitt die Kranken der Eig- 
nungsklasse A nach dem Eingriff ebenso 
gut oder etwas besser héren. Demnach ist 
offenbar fiir den Kranken mit Otosklerose 
ohne Degeneration der Kochlea die Fenste- 
rung das Wiederherstellungsverfahren der 
Wahl, vorausgesetzt dass der Kranke be- 
reit ist, das 20 prozentige Risiko friihen 
oder spaten Versagens der Operation in 
Kauf zu nehmen. 


A true friend unbosoms freely, advises justly, assists readily, adventures boldly, 


takes all patiently, defends courageously, and continues a friend unchangeably. 
—Penn 





Management of Sinusitis 


EMILY L. VAN LOON, M.D., F.A.C.S.* 
PHILADELPHIA, PENNSYLVANIA 


Graduate School of Medicine, 

Skillern taught that the fundamental 
treatment of sinusitis consisted of the 
establishment of ventilation and drainage. 
If one adds to this concept the use of anti- 
biotics, this, in my opinion, is still a sound 
basis for treatment. 

It has been customary to achieve this 
ventilation and drainage in various ways, 
the simplest of which was the use of vaso- 
constrictor nasal drops or sprays; from 
here one proceeds to physiotherapy and to 
surgical intervention. Ephedrine and the 
myriad proprietary preparations now 
available have been used to reduce the 
swelling of the nasal mucosa which not 
only interferes with drainage but makes 
the patient extremely uncomfortable. The 
newer textbooks are apt to caution against 
overuse of these drops, in view of the re- 
bound, with vasodilation, which so often 
follows. These intranasal medicaments 
are often effective in cases of acute and 
subacute sinusitis and the acute exacerba- 
tion of chronic sinusitis. 

In the patient with intense congestion 
of the membrane and in the allergic pa- 
tient, however, any intranasal medication 
may cause pain, irritation, increased 
swelling. We all know the patient who 
protests against nose drops because they 
cause pain, headache or nausea; certainly, 
if the patient is a child, the instillation of 
nose drops is sometimes a call to battle. It 
would seem that, with patients who do not 
like or do not tolerate nose drops, shrink- 


[ craduate s years ago, in the 
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ing the membrane by means of oral medi- 
cation is worth considering. 

Another indication for this type of 
therapy is encountered in the case of the 
patient who so enjoys the wide-open nose 
produced by flooding the nose with vaso- 
constrictors that he uses the drops every 
half hour; soon the nerves are so over- 
stimulated that they cease to respond, and 
one sees the red, boggy membrane of 
“rhinitis medicamentosa.” 

There are several types of medicament 
that will open the nose for drainage. The 
antihistamines are probably the most ef- 
fective. A recent survey states that 70 
per cent of bilateral purulent sinus infec- 
tions occur in allergic persons, so it is 
logical to use these drugs to establish ven- 
tilation. This appears to be particularly 
effective in the allergic child with recur- 
rent attacks of purulent sinusitis, and a 
prescription for an antihistamine and an 
antibiotic will usually give excellent re- 
sults. 

Another effective drug for keeping the 
nose open and the sinuses ventilated is 
racemic ephedrine. This, in doses of 3% 
gr., will usually contract the nasal mem- 
brane for several hours. It may be com- 
bined with a sedative if desired. Brill has 
stated that the absolute contraindications 
to the use of ephedrine are few, but it 
should probably not be given to patients 
with organic heart disease, hyperthyroid- 
ism, hypertension or coronary insuf- 
ficiency. 

It is possible that the oral use of 
racemic ephedrine may also contract the 
membrane lining the sinuses, although I 
have not been able to prove this by roent- 
gen ray. 
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Another preparation that is sometimes 
highly effective is the combination of 
codeine and papaverine suggested in 1933 
by Diehl for the treatment of acute rhi- 
nitis. The pharmacologic basis has not 
been explained, but clinically this com- 
bination will often shrink turgescent tur- 
binates and permit effective aeration of 
the sinuses. The pain-relieving action of 
these drugs is an advantage to the patient 
whose acute sinusitis is associated with 
much discomfort. 

There is no certain way to select the 
most desirable method for the establish- 
ment of ventilation and drainage in any 
particular case. Some patients do well on 
intranasal medication, others do not. An 
allergic-looking membrane may suggest 
the antihistamines; a fiery red, swollen 
membrane may respond to oral adminis- 
tration of racemic ephedrine. The patient 
who has had no rest because of local dis- 
comfort will probably do well with the 
codeine and papaverine mixture. The most 
useful guide is the recorded history of a 
given patient’s response to these medica- 
ments in similar previous attacks. 

Briefly, therefore, it is suggested that 
in the treatment of sinusitis, particularly 
the acute and subacute forms, the oral ad- 
ministration of vasoconstrictors be con- 
sidered. 


SUMMARY 


The author considers ventilation and 
drainage a sound basis for the manage- 
ment of sinusitis. The current availability 
of the antibiotics implements but does not 
alter this time-honored principle. 


The problem of nasal sprays and their 
possible undesirable effects is discussed 
briefly, and the drugs which the author 
has found most satisfactory are men- 
tioned. In her opinion, the most useful 
guide to the treatment of any given pa- 
tient is the recorded history of his re- 
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sponse to various forms of medication in 
similar previous attacks. She recommends 
consideration of the use of vasoconstric- 
tors, orally administered, especially for 
acute and subacute types of sinusitis. 


ZUSAM MENFASSUNG 


Der Verfasser sieht in der Liiftung und 
Drainage eine gesunde Grundlage zur Be- 
handlung von Entziindungen der Nasen- 
nebenhohlen. Die augenblickliche Verfiig- 
barkeit der Antibiotika bietet eine 
zusatzliche Behandlungsmdglichkeit, an- 
dert aber nichts an dem alten gutbewahr- 
ten Prinzip. 

Das Problem von Einblasungen in die 
Nase mittels eines Zerstaéubers und die 
unerwiinschten Nebeneffekte, die damit 
verbunden sein kénnen, werden kurz er6r- 
tert, und die von der Verfasserin fiir am 
geeignetsten angesehenen Medikamente 
werden erwahnt. Die Verfasserin sieht in 
den Beobachtungen des individuellen Pa- 
tienten hinsichtlich seiner Reaktion auf 
verschiedene Medikamente bei vorange- 
gangenen ahnlichen Anfallen den besten 
Hinweis auf das geeignete Behandlungs- 
verfahren. Sie empfiehlt, besonders fiir 
akute und subakute Formen der Neben- 
héhlenentziindung die Verwendung ge- 
fassverengender Mittel per os in Betracht 
zu ziehen, 


RESUME 


La ventilation et le drainage sont une 
bonne base pour le traitement de la sinu- 
site. L’usage courant des antibiotiques ne 
modifie en rien ce principe reconnu. 

Le probléme des vaporisations nasales 
et de leurs éventuels effets nocifs est 
briévement mentionné. L’auteur cite les 
médications au moyen desquelles il a ob- 
tenu les résultats les plus satisfaisants. 
A son avis la meilleure indication de trai- 
tement est fournie par |’étude des réac- 
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tions du patient aux produits administrés 
lors de crises antérieures. I] recommande 
les vasoconstricteurs par voie orale, sur- 
tout dans les cas de sinusite aigué et 
subaigué. 


RIASSUNTO 


L’autore considera la ventilazione e il 
drenaggio come la base indispensabile 
nella cura della sinusite. La disponibilita 
degli antibiotici deve integrare, non modi- 
ficare questo principio fondamentale. 

Viene discusso brevemente il problema 
delle polverizzazioni nasali e dei loro possi- 
bili effetti spiacevoli, e vengono elencati 
i farmaci da cui |’autore ha tratto i maggi- 
ori benefici. Secondo il suo parere il sis- 
tema migliore per curare ogni paziente é 
quello di chiedergli qual’é il farmaco che 
gli ha dato i migliori risultati in prece- 
denti attacchi. 

Viene raccomandata la prudenza nell’uso 
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dei vasocostrittori per via orale special- 
mente nelle sinusiti acute e subacute. 


SUMARIO 


O autora considera a ventilagao e a 
drenagem uma base solida para o trata- 
mento da sinusite. A eficacia dos antibidé- 
ticos auxilia mas nao altera éste principio. 

O problema dos pulverizadores nasais e 
seus possiveis efeitos indesejaveis é dis- 
cutido brevemente, e as drogas que o 
autora considera mais satisfatorias sao 
mencionadas. Em sua opiniao, 0 guia mais 
util para o tratamento de qualquer paci- 
ente é a histéria registrada de sua resposta 
as varias formas de medicacéo em ataques 
anteriores semelhantes. Ela recomenda 
que se leve em considerac&o 0 uso de vaso- 
constrictores, oralmente administrados, es- 
pecialmente para os tipos agudos e subagu- 
dos de sinusite. 


Oe 


What is the truth? Are we always sure of the diagnosis and, even if we are, 


can we state with certainty what the prognosis is? We can rarely be dogmatic. I 


have seen harm come from attempts so to be. A former instructor of mine, years 


ago, used to tell patients not only what he thought was wrong with them but 
also what he thought would happen to them; he stated this dogmatically and very 
briefly, disregarding the fact that he could not prophesy with certainty. When I was 


serving my medical internship in the hospital I had the occasion not infrequently to 


console patients in the wards to whom he had painted too dark a picture. Usually 
the course which the disease of these patients later took did not fit the picture that 


he painted. In his vigorous effort to be truthful he proved to be at times quite 


untruthful. 


. 


—White 
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Spontaneous Pneumothorax 


ROBERT E. SASS, M.D., AND JAMES P. WALSH, M.D. 
SHARON, PENNSYLVANIA 


air in the pleural space. Spontaneous 

pneumothorax denotes the escape of 
air from some segment of the respiratory 
tract into the pleural space. The leak may 
be anywhere along the respiratory tract 
from the trachea to the alveoli, although 
the usual site tends to be in the periphery 
of the lung rather than in the more central 
portion. 

Pneumothorax alters the normal nega- 
tive pressure in the pleural space and in 
this manner causes a partial or total col- 
lapse of the lung on the involved side. 

Etiologic Factors.—Broch' stated that, 
several decades ago, spontaneous pneumo- 
thorax in 78 per cent of cases was consid- 
ered a result of pulmonary tuberculosis. 
This theory arose because most reports of 
complications associated with thoracic 
diseases came from tuberculosis sanitari- 
ums and thus gave the reader an erroneous 
impression. Recent reports? indicate that 
in only 6 to 10 per cent of cases, approxi- 
mately speaking, is spontaneous pneumo- 
thorax attributable to tuberculosis. The 
currently accepted theory is that the most 
common cause is rupture of an emphysem- 
atous bleb, a congenital cyst, a pleural 
cyst or a bulla.® 

The following outline lists possible 
causes of spontaneous pneumothorax as 
reported by Rapport. 

1. Structural cyst 

a. Congenital cystic disease 
b. Cystic bronchiectasis 


Ta term “pneumothorax” signifies 
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2. Inflammatory disease 
. Tuberculosis 
. Pneumonia 
. Pneumonitis 
d. Abscess 
e. Bronchiectasis 
. Emphysema 
a. Obstruction blebs and bullae 
b. Localized distentions due to fibrosis, 
sarcoidosis, etc. 
. Senile emphysema 
. Emphysema due to chest cage 
deformities of the thoracic cage 
4. Trauma 


a. Fractured ribs 

b. Foreign bodies 

c. Violent coughing 

d. Puncture wounds, etc. 


5. Idiopathy 


Types of Pneumothorax.—Spontaneous 
pneumothorax may be divided into three 
main types, namely, closed pneumothorax, 
open pneumothorax and tension pneumo- 
thorax. 

With closed pneumothorax, the opening 
that allows the escape of air from the re- 
spiratory tract into the pleural space closes 
and seals over after the escape of air. The 
lung, by collapsing and greatly decreasing 
in size, aids in the closure. 

With open pneumothorax, the opening 
that initially caused the pneumothorax re- 
mains patent and there actually exists a 
bronchopleural fistula. 

A “valvelike” action is present with 
tension pneumothorax. This type of com- 
munication permits air to enter the pleu- 
ral space from the tracheobronchial tree 
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Fig. 1.—A, trocar and cannula introduced after infiltration of the thoracic wall 

with a local anesthetic. B, trocar removed and Foley catheter inserted through 

cannula. C, bag on Foley catheter inflated and cannula removed. Catheter is 
then attached to a water seal bottle or a suction apparatus. 


during respiration, and the air becomes 
trapped in the pleural space. This results 
in a continuing increase of intrapleural 


pressure. 

It is important to recognize this type of 
pneumothorax early after its occurrence, 
for it is a progressive phenomenon and, 
unless corrected, causes definite physio- 
logic and anatomic changes. Because of 
the increasing pressure in the pleural 


space, severe circulatory changes occur. 
The extrinsic pressure on the thin-walled 
veins and auricles causes diminished car- 
diac filling, which lowers the cardiac out- 
put.5 Death usually results unless this 
process is altered. 

Diagnosis.—The symptoms of spontane- 
ous pneumothorax vary from none to se- 
vere pain, dyspnea, cyanosis and collapse. 
Pain, however, is present in almost all pa- 
tients.¢ This pain is usually sharp and 
knifelike and is present on the same side as 
is the pneumothorax. It may be referred 
to the shoulder, radiate down the arm, or 
radiate to the posterior portion of the 
chest, simulating coronary artery disease 
or biliary or renal colic. Sweating and 
fever are sometimes present. 

Physical examination usually discloses 
limited respiratory excursions, and there 
may be distention of the cervical veins on 
the affected side. Tactile fremitis is de- 
creased, and breath sounds are decreased 
sometimes to the point of absence. The 


percussion note is hyper-resonant, and a 
succussion splash may be heard if suffi- 
cient fluid is present in the pleural space. 
The heart and trachea are usually shifted 
toward the opposite side. The “coin sign” 
may be elicited. 

Roentgen or fluoroscopic examination of 
the chest usually establishes the diagnosis. 
These studies disclose the degree of col- 
lapse of the lung and the pressure or ab- 
sence of mediastinal shift. There may be 
varying amounts of fluid in the pleural 
space on the affected side. Cysts, bullae 
or blebs may be visualized; if so, they may 
aid in subsequent therapy. 

Treatment.—The treatment of sponta- 
neous pneumothorax must vary with the 
type of pneumothorax, the probable cause 
and the condition of the patient. General 
supportive measures are indicated in al- 
most all cases. These measures should in- 
clude bed rest and, in some cases, the 
administration of oxygen. Because of the 
pain that usually accompanies pneumo- 
thorax, various narcotics may be neces- 
sary. One should strive to relieve the pain 
but also to prevent any respiratory de- 
pression. 

Expectorants should be administered in 
an attempt to liquefy the tracheobronchial 
secretions. This aids in preventing fur- 
ther atelectasis due to retention of bron- 
chial secretions and promotes earlier re- 
expansion of the collapsed lung. 
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Antibiotics should be prescribed, since 
the collapsed lung is susceptible to infec- 
tion and a direct communication has ex- 
isted or exists between the respiratory 
tract and the pleural space. This anatomic 
defect provides a potential avenue for in- 
fection, which could result in empyema. 

Bronchoscopic study® may be a valuable 
aid in the treatment of pneumothorax. 
With this procedure the thick plugs of 
mucus may be removed to allow greater 
reexpansion of the lung through proper 
aeration, 

In some cases of closed pneumothorax, 
simple bed rest is all that is indicated. The 
lung in these cases usually has less than a 
25 per cent collapse, and the symptoms are 
minimal. 

Needle aspiration may be used for pa- 
tients with closed pneumothorax. The 
amount of pulmonary collapse is usually 
at least 50 per cent before this procedure 
is considered, though it may be used for 
lesser degrees of collapse if dyspnea is se- 
vere. Needle aspiration discloses the type 
of fluid, if any, that is present in the pleu- 
ral space. Since several aspirations may 
be necessary, it carries with it the risk of 
infection, hemorrhage and possible fur- 
ther injury to the visceral pleura. Simple 
aspiration of air from the pleural space 
usually hastens reexpansion of the lung 
and decreases the period of disability. 
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Closed thoracotomy may be used when 
the lung is collapsed beyond 50 per cent. 
It should be used for tension pneumo- 
thorax, recurrent collapse (unless mini- 
mal) and disease of the opposite lung. This 
method of treatment is effective as well as 
simple to institute and can be done with 
local anesthesia. The number of instru- 
ments necessary is minimal, and the pe- 
riod of hospitalization may be decreased, 
as the lung usually reexpands within 
three to five days. With this type of thora- 
cotomy a catheter, preferably of the Foley 
type, is introduced via a trochar into the 
anterior thoracic wall, usually between the 
second and third ribs. The catheter is then 
attached to a water-sealed bottle, and de- 
compression of the pleural space is insti- 
tuted immediately (Fig. 1). 


If the aforementioned equipment is not 
readily available, the finger of a soft rub- 
ber glove, a finger cot or a condom may be 
tied over the end of the needle. In this 
manner the formation of positive pressure 
is prevented by the crude but effective 
valve (Fig. 2). 

Introduction of irritating substances 
into the pleural space has been advocated 
for recurrent pneumothorax. These sub- 
stances cause an inflammatory reaction 
between the visceral and the parietal 
pleura. In this manner the parietal and 
the visceral pleura “stick together” and 


2.—A, air in pleural space allowed to escape during expiration. 


B, soft rubber pulled against hub of needle during inspiration, 
which prevents air from entering pleural space. 
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fibrosis results, completely obliterating the 
pleural space with a firm, dense scar. It 
is postulated that recurrent pneumothorax 
is thereby prevented. Such substances as 
silver nitrate, talcum powder, whole blood, 
hypertonic dextrose, magnesium trisili- 
cate and numerous other sclerosing agents 
have been used, with varying degrees of 
success. It has been reported® that there 
is no decrease in pulmonary function when 
taleum powder is employed in this type of 
therapy. 


Closed pneumonolysis has a special in- 
dication; it is used only when an adhesion 
is holding open a rent in a lung. The lysis 
of this adhesion allows the lung to collapse 
further, and the lung may thus seal the 
hole. This type of therapy, being but 
rarely indicated, is seldom employed. 


Open thoracotomy is indicated in the 
presence of a bronchopleural fistula, mul- 
tiple recurrent collapse or chronic sponta- 
neous pneumothorax; it is also advisable 
when the spontaneous pneumothorax is 
due to congenital pulmonary cycts.’® If an 
open thoracotomy is performed, the fistula 
may be excised or closed and other causes, 
such as cysts or blebs, may be removed. 
The stripping of segments of the parietal 
pleura, which may be done at the same 
time, provides an excellent chance that the 
lung will “stick” to the thoracic wall and 
become permanently adherent. This will 
eliminate the possibility of a recurrence. 


As can be seen from the numerous meth- 
ods of treatment, the form of therapy 
chosen in each case must be adapted to the 
specific type of pneumothorax and the 
presence or absence of complications. 


SUMMARY 


. 


1. The cause, diagnosis and treatment 
of spontaneous pneumothorax are dis- 
cussed. 

2. The indications and the technic for 
closed thoracotomy are described. 
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3. Various emergency methods of han- 
dling tension pneumothorax are suggested. 

4. The indications and advantages of 
open thoracotomy are presented. 


RESUME 


1. L’origine, le diagnostic et le traite- 
ment du pneumothorax spontané sont dis- 
cutés, 

2. Description des indications et de la 
technique de la thoracotomie fermée. 

3. Plusieurs méthodes d’urgence pour le 
traitement du pneumothorax positif sont 
suggérées. 

4, Discussion des indications et avant- 
ages de la thoracotomie ouverte. 


RIASSUNTO 


1. Viene trattata ]’etiologia, la diagnosi 
e la cura del pneumotorace spontaneo. 

2. Vengono descritte le indicazinoni e le 
tecniche per la toracotomia chiusa. 

3. Vengono suggeriti vari sistemi per 
controllare il pneumotorace a pressione. 

4. Vengono esposte le indicazioni e i 
vantaggi della toracotomia aperta. 


SUMARIO 


1. O autor discute a causa, diagnéstico 
e tratamento do pneumotérax espontaneo. 

2. Descreve as indicagdes e a técnica 
para a toracotomia fechada. 

8. Sugere varios métodos de emergéncia 
para tratar pneumotérax de pressao. 

4. Apresenta as indicacées e vantagens 
da toracotomia aberta. 


ZUSAM MENFASSUNG 


1. Die Ursache, Diagnose und Behand- 
lung des spontanen Pneumothorax werden 


erortert. 

2. Die Indikationen und die Technik des 
geschlossenen Brustwandschnittes werden 
dargestellt. 
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8. Verschiedene Methoden der Notbe- 
handlung des Spannungspneumothorax 
werden vorgeschlagen. 

4. Die Indikationen und Vorteile des 
offenen Brustwandschnittes werden dar- 


gelegt. 
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Weary the path that does not challenge. Doubt is an incentive to truth and patient 


inquiry leadeth the way. 


—Ballou 


Let us assume that entertainment is the sole end of reading; even so, I think 


you would hold that no mental employment is so broadening to the sympathies or 


so enlightening to the understanding. Other pursuits belong not to all times, all 


ages, all conditions; but this gives stimulus to our youth and diversion to our old 


age; this adds a charm to success, and offers a haven of consolation to failure. 


Through the night-watches, on all our journeyings, and in our hours of ease, it is our 


unfailing companion. 


—Russell 





Carcinoma of the Esophagus 
at the Site of Lye Stricture 


Report of a Case 


EDGARD BARBOSA, M.D., R. G. RATE, M.D., F.A.C.S., F.I.C.S., D.A.B.* 
AND V. E. CHESKY, M.D., F.A.C.S., F.I.C.S., D.A.B.** 


HALSTEAD, KANSAS 


site of a lye stricture is extremely 

rare. Only a few well documented 
cases could be found in the literature. To 
these we wish to add 1 more case, in which 
esophageal carcinoma developed in a 37- 
year-old man, thirty-six years after acci- 
dental ingestion of lye. 


(Cite ot OMA of the esophagus at the 


REPORT OF CASE 


V. D. F., a 37-year-old white man, was ad- 
mitted to the Halstead Hospital in October 
1955 because of increasing difficulty in swal- 
lowing foods, considerable soreness in the 
chest, fever and coughing accompanied by a 
large amount of thick purulent sputum. At 
the age of 1 year he had swallowed lye, which 
resulted in complete obstruction of the esoph- 
agus and required a gastrostomy for feeding 
purposes. As a result of the lye burn a severe 
stricture developed, which required esophageal 
dilatations at two-year intervals to keep the 
esophageal lumen patent. Prior to his most 
recent admission to the hospital he was able 
to drink liquids and eat semisolid and solid 
foods such as potatoes, fish and ground meat. 

Physical examination gave negative results 
except for an area of dullness and tubular 
breath sounds in the right upper pulmonary 
field. A well-healed gastrostomy scar was noted 
in the midepigastrium. 

A roentgen film of the chest taken at the 
time of admission disclosed an abscess in the 
upper lobe of the right lung. During a thera- 
peutic bronchoscopic procedure, purulent ma- 
terial was aspirated from the bronchial orifice 


*Thoracic Surgery, the Hertzler Clinic, Halstead. 

**Hertzler Clinic, Hertzler Research Foundation and Hal- 
stead Hospital, Halstead. 

Submitted for publication Aug. 18, 1956. 
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of the right upper lobe. Esophagoscopic study 
on May 1, 1956, revealed an obstruction and 
stricture at the 26 cm. level. Retained foods 
and fluids were aspirated. The esophagus was 
dilated to the diameter of a No. 30 French 


Fig. 1.—Cross section of the gross specimen, 
showing a firm white tumor invading the adjacent 
structures. 
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Fig. 2.—Low power photomicrograph of the tu- 
mor, showing squamous cell carcinoma originat- 
ing from the surface and growing in strands. 
Note keratinization and variation in size of the 


nuclei, 


catheter at the site of stricture. A biopsy 
specimen taken at the site of esophageal stric- 
ture disclosed squamous cell carcinoma, Grade 
II. 


Pathologic Report (C. A. Hellwig, M.D.*).— 
Gross: The specimen consisted of three hard 
pieces of grayish red tissue, one 1 mm. and 
the others between 3 and 4 mm. in diameter. 
Microscopic: The tumor grew in strands orig- 
inating from the surface. There was marked 
variation in the size of the nuclei. Some cells 
were very large and showed keratinization. A 
few horn pearls were observed. 

At bronchoesophagoscopic study on May 18 
the peripheral portion of the esophagus was 
narrowed and contracted by scar tissue. A 
cauliflower-like carcinomatous growth encir- 
cling the esophageal lumen was visualized. 
Biopsies confirmed the earlier diagnosis of 


*Pathologist, Hertzler Clinic. 
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squamous cell carcinoma, Grade II. Bougies 
were passed to dilate the lumen to the diam- 
eter of a No. 40 French catheter. Broncho- 
scopic study at this time disclosed a healthy 
orifice of the right upper lobe, from which no 
purulent material could be aspirated. 


A right thoracotomy was performed on June 
1. The midesophageal lesion had invaded the 
mediastinum, the trachea and the pulmonary 
hilus. Palliative resection of the esophageal 
lesion with an end-to-end anastomosis was 
done, a 10-cm. vascular pedicle graft from the 
transverse colon being used. 


COMMENT 


Teleky, in 1904, reported a case of car- 
cinoma of the esophagus at the site of 
stricture, twenty years after the ingestion 
of lye. In Bigger and Vinson’s case the 
interval between the ingestion of lye and 
the occurrence of carcinoma was forty-two 
years. In Henniger’s case, reported in 
1932, the interval was sixteen years—the 
shortest on record. In our case the exist- 
ence of carcinoma was confirmed by biopsy 
thirty-six years after the ingestion of lye. 
The carcinomatous change usually occurs 
between thirty and forty years after lye is 
ingested. Hardin recently reported a ten- 
year analysis of 71 patients with acute 
caustic burns, in which no carcinoma had 
yet developed. On the other hand, Wurnig, 
in 1955, reported 7 cases of carcinoma fol- 
lowing ingestion of lye. The age at which 
the accident occurred was between the 
ages of 2 and 14 years, and the carcinoma 
developed between the ages of 42 and 62 
years. 

Fatti and his co-workers, in February 
1956, reported the treatment employed in 
147 cases of caustic stricture of the esoph- 
agus in a period of six years. According 
to the authors, 99, or 70 per cent, of the 
patients have been successfully treated by 
esophageal dilatation. After a follow-up 
of perhaps forty years, carcinomatous de- 
generation may be predicted. Biopsies 
should be done more frequently to assure 
the endoscopist that he is not treating an 
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already developed carcinoma by dilating 
the esophageal lumen! 


Not a single case of adenocarcinoma in 
this connection has been found in the lit- 
erature. In all cases reported the tumors 
have been of the squamous cell type, which 
indicates degeneration of the surface epi- 
thelium. 


Treatment.—The triad of events after 
ingestion of a corrosive agent (in the case 
here reported, lye) is as follows: First, a 
severe stricture is created, owing to burn 
and necrosis of the esophageal mucosa. 
Second, after an interval of years, malig- 
nant degeneration develops at the site of 
the stricture. Finally, the carcinoma in- 
vades the trachea or the bronchial tree by 
direct extension, initiating a broncho- 
esophageal fistula. To prevent the afore- 
mentioned complications, early resection 
of the esophageal stricture with primary 
anastomosis is in our opinion the treat- 
ment of choice. It cures the stricture, pre- 
vents the development of carcinoma and 
restores to society a healthy, normal per- 
son, instead of leaving an “esophageal 
cripple” whose span of life may be no 
longer than forty-five years. With the cur- 
rent progress of modern surgery, the mor- 
tality rate of segmental esophageal resec- 
tion for stricture is low; an occasional 
failure is a small price to pay if one en- 
visions the miserable lives led by those 
who accidentally ingest caustics at an age 
when they can barely speak or stand on 
their own feet! 


SUMMARY 


1. A case of carcinomatous degeneration 
of the squamous cell type at the site of lye 
stricture, thirty-six years after the inges- 
tion of lye, is reported. 


2. A triad of complications takes place 


after ingestion of lye; (a) severe esoph- 
ageal stricture; (b) carcinomatous degen- 
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eration at the site of the stricture, and (c) 
bronchoesophageal fistula. 


3. The treatment of choice is early seg- 
mental resection of the esophageal stric- 
ture in order to restore the continuity of 
the esophagus and to prevent development 
of carcinoma at the stricture site in later 
years. 


ZUSAM MENFASSUNG 


1. Es wird iiber einen Fall krebsiger 
Degeneration vom Plattenepitheltypus 
einer Speiserdhrenverengung 36 Jahre 
nach Verschlucken einer Lauge berichtet. 


2. Nach dem Trinken von Lauge tritt 
eine Trias von Komplikationen auf: a) 
schwere Verengung der Speiseréhre, b) 
krebsige Entartung an der Stelle der 
Striktur und c) Fistelbildung zwischen 
Speiseréhre und Bronchus. 


3. Die Behandlung der Wahl besteht in 
friihzeitiger Resektion des verengten 
Speiseréhrenabschnitts, um eine unbehin- 
derte Passage herzustellen und der Ent- 
wicklung eines Krebses an der Stelle der 
Verengung vorzubeugen. 


SUMARIO 


1. O autor apresenta um caso de de- 
generacéo carcinomatosa de tipo de célula 
escamosa, no local de estreitamento, ocor- 
rendo 36 anos apods a ingestao de soda 
caustica. 


2. Uma triade de complicagées tem lu- 
gar apds a ingestéo de soda caustica, (a) 
grave estreitamento esofageal; (b) degen- 
eracao carcinomatosa no local do estreita- 
mento, e (c) fistula bronquioesofageal. 


3. O tratamento de escolha é a resseccao 
segmental precoce do estreitamento eso- 
fageal afim de restaurar a continuidade do 
tracto gastrointestinal e impedir o desen- 
volvimento do carcinoma no local do es- 
treitamento. 
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1. Viene riferito un caso di carcinoma 
spinocellulare insorto su una stenosi da 
caustici 36 anni dopo l’ingestione della 
soda. 


2. Tre complicazioni sono possibili: la 
stenosi serrata dell’esofago, la degenera- 
zione carcinomatosa del punto ristretto e 
la fistola broncoesofagea. 


3. La terapia di elezione é rapresentata 
dalla resezione segmentaria della stenosi 
allo scopo di ristabilire la continuita del 
tubo digerente e prevenire le complicazioni. 


RESUME 


1. L’auteur présente un cas de dégénér- 
escence carcinomateuse (tissu épithélial 
squameux) située au niveau d’un rétré- 
cissement 36 ans aprés ingestion d’eau de 
lessive & base de cendres de bois. 


2. Une triade de complications suit ]’in- 


gestion: a) rétrécissement oesophagien 
grave, b) dégénérescence carcinomateuse 
au niveau du rétrécissement, c) fistule 
broncho-oesophagienne. 


3. Le traitement de choix est la résec- 
tion segmentaire précoce du rétrécissement 
afin de restaurer la continuité du tractus 
gastrointestinal et de prévenir le dével- 
oppement d’un carcinome au niveau du 
rétrécissement. 
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There is an emanation from the heart in genuine hospitality which cannot be 
described, but is immediately felt and puts the stranger at once at his ease. 


—Irving 


In good company you need not ask who is the master of the feast. The man who 
sits in the lowest place, and who is always industrious in helping every one, is 


certainly the man. 


—Hume 





Editorials 





Trends in the Surgical Treatment of Cataract 


in the Past Fifty Years 


ideas concerning the art of practic- 

ing ophthalmology. I am convinced 
that this is a very important consideration 
to be kept in mind in dealing with one’s 
patients and is particularly important in 
one’s early practice, I have watched young 
men with wonderful training in our spe- 
cialty who have partially ruined the pos- 
sibility of developing a happy and success- 
ful practice simply because they failed to 
realize that there is a psychic factor that 
must be put into play in their management 
of the individual patient. I question wheth- 
er the average ophthalmologist realizes 
that the patient who consults him about 
his vision, or for pain or an injury, or 
even a refraction, is in deadly earnest, 
most uneasy and possibly apprehensive 
throughout the examination, and that he 
certainly expects the doctor to advise him, 
in understandable terms, how seriously 
his eyes are involved, and, if possible, give 
him a comprehensive prognosis. 

It took me several years to awaken to 
that fact that, even after completing a 
simple refraction (if there is such a thing) 
and observing no pathologic change, it is 
almost criminal to fail to tell the patient 
that his eyes are healthy and to assure 
him that you have discovered nothing 
worth worrying about. It has long been 
a matter of principle with me to tell my 
patients the truth about my observations, 


ce article will deal with some few 
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no matter how serious. I have found that 
they appreciate knowing exactly what I 
have observed. 


Every patient should have a firm belief 
in his doctor’s ability and complete trust 
in him as a human being, and this can be 
obtained only if the ophthalmologist him- 
self stimulates this honest confidence with 
a combination of good training, common 
sense, a relaxed attitude, sound judgment 
and genuine interest in his patients as 
fellow beings. 


Looking back over a half century of 
practice directed exclusively toward the 
eye makes one conclude that some of one’s 
early experiences were unbelievable—that 
they could not really have happened! As 
one grows mature in practice there comes 
an inclination to recall past experiences, 
particularly in surgery, and review the 
enormous changes that have taken place. 
One then begins to realize fully how great 
a number of improvements have been 
achieved to make one’s surgical efforts 
easier, safer and happier, and to eliminate 
so many fears and dreads of possible 
calamitous events. 


Looking back over my own five decades 
of good, bad and indifferent surgical ef- 
fort, it is easy to bring to mind the dozens 
of occasions when people were so unfor- 
tunate as to have selected me as their sur- 
geon, for they might well have lived hap- 
pier, more productive lives had I employed 
good sense and solid judgment. 


It is often refreshing to me to admit my 
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weaknesses, ashamed as I am of many of 
them. They have caused me sleepless 
nights and my patients many unhappy 
days. When unfortunate or even disas- 
trous occurrences or complications arise 
during a surgical procedure, the surgeon 
should not try to ease his conscience by 
placing the blame on the patient, the sur- 
gical assistant, the nurse, a kibitzer or 
anyone else conveniently at hand, but 
should be honest with himself; he should 
at least accept the blame for his poor judg- 
ment or inept actions, and thereby make 
it possible for him to live with himself. 


My first solo cataract extraction was 
performed in 1905. My patient, a pop- 
eyed man in his sixties, placed himself in 
my hands for the purpose of having his 
sight restored after nine years of complete 
blindness. He had summoned all of his 
intestinal fortitude, as well as that of his 
wife, four sons and four daughters, be- 
fore deciding that he should undergo such 
an ordeal, This man had little faith in 
anyone’s ability or integrity, and practi- 
cally none in the surgeon he had selected. 
I am sure he had more confidence in me 
and my ability, however, than I had. 


Anyway, my preparation for surgical 
intervention was as follows: First, a long 
lecture to the patient on his behavior dur- 
ing and after the operation. Next, a good 
lively dose of magnesium sulfate was pre- 
scribed, to be taken on Thursday after- 
noon. This violent approach started to 
erupt during the evening hours, which 
kept my patient dashing back and forth 
through the night to the outhouse on his 
farm. A high enema was advised for Fri- 
day, and instead of giving comfort to my 
victim it aggravated his bowel irritation 
during that evening. This provoked the 
patient no end, because he had repeatedly 
given me to understand that he was and 
always had been as regular as clockwork 
with the aid of Little Liver Pills. It was 
my conviction, nevertheless, that I had 
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carried out an important preparatory 
measure. He reported to the hospital at 
8 a.m. on Saturday, ready for the ordeal. 

The upper half of his face was scrubbed 
with soap and water, making a lather com- 
parable to that depicted on the Friday 
night fight program on television. 

The topical anesthesia meant 5 drops of 
5 per cent cocaine at five-minute intervals 
for a total of five doses. After a long 
look and a deep sigh, a conjunctival fixa- 
tion at 6 o’clock and a Graefe (almost un- 
eventful) section was made, a two-ton 
speculum being used for exposure of the 
field, Plenty of argyrol had been instilled, 
amounting almost to a marination! This 
so-called antiseptic was squirted away 
vigorously with a saturated solution of 
boric acid. An iridectomy was done dur- 
ing the section which was intended to be a 
perfect keyhole but turned out later to re- 
semble a hammock. At this point I prayed 
that there would be no squeezing or or- 
bicular spasm. I had intended to employ 
a serrated capsular forceps to tear away 
the anterior capsule of the lens, but some- 
thing happened — a confusion ensued 
which I could not analyze—much confu- 
sion—you might say that all sphincters 
present were oscillating! After a gradual 
return of my powers of accommodation, I 
came to the bright conclusion that most 
certainly something had happened. The 
pupil was black, no vitreous was in sight, 
the wound was intact—but where was the 
cataract?? In the vitreous, was my first 
thought. We looked about here and there, 
and finally, my nurse-assistant located it 
resting peacefully on my gown, directly 
under my chin. We left the lens in situ 
for the moment and clumsily slipped out 
the two-ton speculum. I tried my utmost 
to gather sufficient courage to separate the 
lids in order to see if the wound lips were 
in apposition, but finally came to the con- 
clusion that letting well enough alone 
would be wiser. This conclusion was the 
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first valuable lesson I learned in my first 
sole intracapsular cataract extraction. 


At the time of the first dressing on the 
fourth postoperative day my patient was 
still squeezing. On the eighth day he per- 
mitted a peek at the inferior cul de sac, 
and finally, on the seventeenth day, I had 
a glimpse of the lower third of the cornea. 
On the twentieth day he revealed, with the 
aid of a few drops of cocaine, a good an- 
terior chamber, a pure black pupil, and a 
nice keyhole iridectomy (which still looked 
like a hammock). He had 20/30 vision 
with correction. 

This initial performance was followed 
by dribble after dribble of successes and 
failures, Many years passed after that 


episode before I readopted this intra- 
capsular technic. 

After this, I carried on in a bold man- 
ner until I reached the point of assuming 
that cataract extraction had reached the 
summit and that I could not possibly bet- 


ter my technic. This conclusion, I am sure, 
was a product of the many aids that have 
been devised to make this operation a 
safer, pleasanter procedure, although 
there still remained an occasional infec- 
tion or vitreous presentation, by which I 
mean the gaping fishmouth wound with a 
vomiting of gel which cannot campare 
with the rare episodes one now faces semi- 
occasionally. 


I cannot help wondering what it was 
that encouraged me to continue the pre- 
tense that I was an ophthalmic surgeon. 
Was it a lack of intelligence? Was it stub- 
bornness? Or was it ego? Years passed, 
and I found that frequent visits to the 
large clinics throughout the world did not 
afford me the confidence I had hoped to 
gain, for I seldom encountered cataract 
operations, even in skilled hands, that pro- 
duced end results better than my own. 
And, believe it or not, there were some 
surgeons who were worse! The well 
trained ophthalmologist of today, at the 
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end of five years, is better prepared to 
execute a lens extraction than I was after 
a quarter of a century of practice, for the 
simple reason that intense apprehension 
is not badgering him throughout the 
operation. 

I should like to name and comment on a 
few of the aids which have become avail- 
able during the past half century to sim- 
plify cataract extraction and produce bet- 
ter end results. 

1. Better means of accomplishing a 
really intelligent general physical exam- 
ination in order to determine what prep- 
aration the patient should undergo before 
operation is attempted. 

2. Reliable sedation. 

3. Akinesia. This was a boon — how 
had the specialty got along without it? 

4. Retrobulbar anesthesia, a godsend. 

5. Hydase, which in my hands has made 
opening the globe a safer procedure. 

6. Canthotomy. This added materially 
to the operative field in the small, deep-set 
eye. 

7. Scleral fixation. This solved the fixa- 
tion problem. 

8. The Bridal suture. Among other 
advantages, this has done away with the 
exasperating phrase “Look down.” 

9. Keratome incision and scissors. These 
have enlarged and simplified section. 

10. The capsule forceps for delivery of 
the lens in its entirety. This is eminently 
satisfactory. I am thoroughly convinced, 
however, that I get a greater percentage 
of successful extracapsular deliveries. Not 
too long ago, ophthalmological society 
meetings were infested with arguments, 
some of them quite heated, as to the ad- 
visability of doing intracapsular extrac- 
tions. 

11. The round pupil. I am sure, however, 
that in many cases a combined extraction 
is required. 

12. Curare. This has proved valuable to 
a number of surgeons. 

13. Abandonment of the speculum. 
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14. New instruments. Compared with the 
old, they are wonderful. 

15. Cortisone, for postoperative use in 
chosen cases. 

16. Fever therapy for some postoperative 
complications. 

17. Diamox for aphakic glaucoma. 

18. Grieshaber needles. These are ex- 
cellent; they make wound closure simple 
and efficient. 

These advances have given much com- 
fort to the patient as well as to the sur- 
geon and they have developed confidence 
in the surgeon on the part of the public 
at large—too much confidence, in fact, so 
that the public at large has reached the 
point of considering him well-nigh in- 
fallible. 

Every step of a cataract procedure is 
seriously important to the surgeon. Not 
one is of minor importance. 

Incidentally, I am sure that, had the 
young surgeon of today been compelled 
to employ the Graefe knife for making a 
section, his progress in the surgical treat- 
ment of cataract would have been re- 
tarded and his results, in many instances, 
most discouraging. For instance, in those 
days, how would he have handled a de- 
cidedly shallow chamber? How would he 
have managed a complete loss of aqueous 
after the puncture or counterpuncture? 
A postponement? This move would cer- 
tainly have demanded a pretty ingenious 
explanation to the patient, as well as to 
his dear relatives and friends. 


When it comes to proposing a cataract 
extraction, the surgeon would find himself 
performing but few operations, if, pre- 
operatively, he should recite to his pros- 
pective patient a complete list of all the 
unhappy events which have arisen and 
may occur again during and after his at- 
tempts to restore vision. 

I can’t for the life of me understand 
why I clung to the hope that some day 
things would change and my percentages 
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of success would read much better; that 
I would be relieved of all apprehension; 
that the vitreous would recede rather than 
protrude, and that a law would be enacted 
to do away with postoperative expulsive 
hemorrhages! I had dreamed of the day 
when I could approach a cataract extrac- 
tion boldly and fearlessly with nary a 
tremor and with no possible hypernervous- 
ness to subdue. I must admit that I have 
never reached that goal. I am _ not 
ashamed to confess that I am still some- 
what timid on occasion, after my many 
early unhappy experiences. 


The older one grows, the farther away 
seems the peace one has looked forward 
to enjoying. Can it be that old-timers 
grow more timid and discouraged as the 
years roll on? Or is it that one is con- 
sulted by the hopeful blind, who have 
chosen one as their benefactor? Could it 
be that a great many of the sufferers con- 
vince one that they have the utmost con- 
fidence in one’s ability to heal them? Such 
an expression from a patient, young or 
old, to me is devastating. 


One truth I learned many years ago: 
Regardless of the end result of a cataract 
extraction, a cross word, or even a few 
impatient phrases, aimed at the blind or 
the partially blind will never be forgotten 
or forgiven, while any small kindness or 
consideration will be forever remembered. 


A goodly percentage of surgeons, when 
they have finished their residencies, 
emerge all puffed up like a swollen crys- 
talline lens, feeling within themselves 
that they have little else to learn. In my 
early years, inwardly, I felt incompetent 
to a degree, but I must admit that I was 
saturated with a feeling of importance. 
In my explanations as to the cause of my 
patients’ dilemmas I used words and 
phrases that confused me as well as the 
patient. In reality, my hyperdignified 
attitude, a stiff, pontifical demeanor, and 
multisyllabic language concerning the pa- 
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tient’s ailments were as bewildering to 
me as to the patient. Professors and their 
assistants, whom I admired for their 
knowledge, plus a charity hospital train- 
ing, were responsible for this idiotic pose. 
Looking wise, as though I were in deep 
thought (not puzzled, just in deep 
thought) was a favorite indulgence, but 
I soon learned that it was a bad practice. 
It required some months for me to awaken 
to the fact that words of one syllable, a 
relaxed attitude and a natural behavior 
were the effective approaches. I also 
learned that it was not a disgrace to em- 
ploy the phrase “I don’t know” in answer- 
ing some of the questions I was asked. 


After practicing ophthalmology for 
fifty years, a man would indeed be stupid 
in the extreme if he had not picked up a 
great number of useful aids in his prac- 
tice. Every new instrument that has 
been devised for aid in the management 
of cataract has upset me terribly, for the 
simple reason that it provoked me to re- 
flect that I hadn’t thought of it myself. 


I could not possibly relate to you the 
number of wise tactics I have learned 
from time to time—simple procedures, 
which I should have learned more readily 
and not through hard experience. In a 
haphazard sort of way, I should like to 
name a very few of them: 


First, the importance of quiet dignity 
in the operating room—no talking except 
by the surgeon to the patient. Second, 
the value of rubber gloves. The delicacy 
of my touch must not amount to much. 
Others speak of extreme digital hypersen- 
sitivity whenever gloves are mentioned. I 
must admit that with gloves on I can’t feel 
the iris twitch during an iridectomy or an 
iridotomy, but I get on nicely without it. 
It is my conviction that dressings should 
be done daily. The word “please” should 
precede any instruction to the patient. 
Puzzling problems that may arise during 
the operation should be carefully thought 
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out beforehand, Detachment of the choroid 
or prolapse of the iris should be corrected 
early. Corneal dystrophy, however mild, 
warrants a guarded prognosis. A postop- 
erative spastic entropion should be cor- 
rected the day it is discovered. An excess 
of barbiturates is conducive to disorienta- 
tion. As to the correction of an epithelial 
invasion of the anterior chamber, I would 
suggest prayer. There should be no hurry 
about removal of sutures. Arteriosclerosis 
and high intravascular tension are over- 
emphasized dangers. Early needlings are 
advisable. The surgeon should be ready 
for any emergency, including enucleation, 
and all instruments should be excellent and 
complete. 

I learned many years ago to patch only 
the eye on which I had operated. In addi- 
tion, I threw away the sandbags piled on 
either side of the head, thus insuring the 
patient many relatively comfortable hours. 


I have come to the conclusion that the 
younger men are not thrilled about their 
elders’ recitals of early difficulties in prac- 
tice. They know that the height of the 
hurdles is magnified although some of us 
will always remember some of these dif- 
ficulties; for instance, the drugs that were 
used before the advent of the antibiotics 
to establish a cure for an infection with- 
out a name. There was, first of all, boric 
acid solution, which was used for any- 
thing and everything. Then there was 
zine sulfate solution, which was used in 
cases of angular conjunctivitis; copper 
sulfate solution or stick, for trachoma; 
and yellow oxide of mercury for any ex- 
ternal condition, particularly dandruff of 
the lids. And, of course, there was argy- 
rol, which was used for everything else. 


In some instances the results were 
amazingly good. Either that, or the pa- 
tient couldn’t afford the treatments, or 
grew disgusted and consulted someone 
else. Even then it is more than possible 
that his new consultant merely changed 
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the strength of the argyrol. 

One of the most obvious facts I have 
learned is that, as one’s surgical practice 
grows, so do one’s problems. Ophthal- 
mology has no place for either a brilliant 
or a dashing surgeon. The ideal ophthalmic 
surgeon should be a cool, calm and cal- 
culating person who does not succumb to 
impulses. He should be a planner and be 
able to make a careful evaluation of each 
case as it presents itself, and he should 
be broad-minded enough to admit to him- 
self and others that he is capable of mak- 
ing mistakes or errors in judgment. In 
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addition to this, it is most important that 
he develop the ability to judge the charac- 
ter of each individual] patient, and an 
understanding of that all-important doc- 
tor-patient relation, which must be main- 
tained in every single phase of his 
practice. 

When I was 50 years old, I was thor- 
oughly convinced that the physician of 70 
should be retired with the label of “old 
fogey.” I have changed my mind. One is 
never too old to learn. 

—WATSON GAILEY, M.D., F.I.C.S. 
Bloomington, Illinois 


The Peptic Ulcer Problem in South India 


EPTIC ulcers of the duodenum and 
Pp stomach are extremely common in 
South India and form a considerable 

part of the work of a general surgeon at- 


tached to any of the large hospitals in this 
area. Certain conclusions, based on ex- 
perience with approximately .2,500 inpa- 
tients in the Government General Hospi- 
tal of Madras, during the past thirty 
years, are justified. 

The majority of patients were members 
of the working classes; only a small pro- 
portion (about 5 per cent) came from the 
middle and upper strata of society. Only 
a small number belonged to the business 
and professional classes. 

The proportion of male to female pa- 
tients was 20 to 1. The third and fourth 
decades of life contributed the largest por- 
tion of the total—90 per cent. 

Since the cause of peptic ulceration is 
unknown, the high incidence of the dis- 
ease among the working classes during the 
active period of their lives may be due, 
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among other causes, to their dietetic 
habits. The main article of diet among 
these people is boiled rice eaten with vari- 
ous curries made of vegetables and sea- 
soned with chilli pepper, tamerind and 
other spices.. Large quantities are con- 
sumed at each meal, but meat, fish and 
eggs are eaten rarely, as they are too ex- 
pensive for the common man. For the 
same reason, milk and milk products are 
available to only a few. This diet, how- 
ever appetizing it may be, is irritating 
to the stomach and deficient in fats, pro- 
teins and vitamins. It is interesting to 
note, in this connection, that in the north- 
ern parts of India, where a wheat diet is 
preferred and rice forms only a small pro- 
portion of the daily intake, peptic ulcers 
occur much less frequently. The majority 
of our patients eat only two meals a day— 
one in the morning and another in the 
evening; sometimes they get only one 
meal with nothing in between, so that the 
stomach remains empty for hours. Smok- 
ing of cigarettes, cheroots and “beedies” 
(a kind of rustic cigarette made of chop- 
ped tobacco rolled in leaves and sun- 
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dried) is common. 

Generally, when they present them- 
selves for treatment at the larger hospi- 
tals, these patients have already suffered 
from their complaints for periods ranging 
from five to fifteen years. It is unusual to 
see an early peptic ulcer except among the 
well-to-do classes. Such complications as 
pyloric stenosis are common. 

Hematemesis and melena are not un- 
common, but severe hemorrhage is en- 
countered only rarely. Patients with acute 
perforations seeking treatment at an early 
stage are rare, for almost 80 per cent of 
our patients live in villages, and they are 
unable to get any treatment there except 
the medicinal form. Those with mild con- 
ditions recover without operation; those 
seriously affected die without operation. 
Slight acute perforations that have been 
temporarily relieved usually turn up sev- 
eral days after the incident, when a’- 
hesions to adjoining organs have formed. 
Patients coming during the first six hours 
are rare. Usually they report after twenty- 
four, forty-eight, even seventy-two hours, 
when the outlook is almost desperate. 


The favorite site of duodenal ulcer is the 
first part of the duodenum, usually on its 
anterosuperior border and extending back- 
ward into the posterior wall, leaving visi- 
ble anterior scarring. Ulcers on the in- 
ferior border have also been observed, as 
have multiple ulcers in the anterior and 
posterior aspects, the so-called kissing 
ulcers. Ulcers in the duodenum are about 
fifteen times as common as ulcers in the 
stomach, and in about 5 per cent of cases 
one sees ulcers in both stomach and duo- 
denum. Stenosis of the duodenum, with 
considerable dilatation and hypertrophy of 
the stomach, was a frequent feature of our 
earlier cases. Latterly, patients come 
earlier for treatment, before the onset of 
stenosis or other complications. 

The general condition of these patients 
on arrival is anything but satisfactory. 


636 


NOVEMBER, 1956 


They are generally in an advanced state 
of malnutrition and often have intercur- 
rent diseases like malaria, tuberculosis 
and helminthic infections, particularly an- 
kylostomiasis and ascariasis (one often 
sees these ankylostomes from the jejunum 
crawling in the wound during the anasto- 
mosis, which is generally done without the 
aid of clamps. Nevertheless, wound sep- 
sis has been rare, and even in the earlier 
years, before the advent of trained an- 
esthetists and blood transfusion, the pa- 
tients have tolerated operative treatment 
extremely well. In recent years, with better 
anesthesia and routine blood transfusions, 
mortality has been almost eliminated. 


In the earlier years, gastrojejunostomy 
of the retrocolic, posterior, no-loop, iso- 
peristaltic type was the routine treatment 
for duodenal ulcer, partial gastrectomy 
being reserved for ulcers in the lesser 
curvature of the stomach. One of us 
(K. G. P.) began to resect the involved or- 
gans (stomach and duodenum) for peptic 
ulcer as early as 1930. This method has 
since been gradually extended by the 
younger partner (C.P.V.M.) until, at 
present, subtotal resection is routine and 
gastrojejunostomy is done only in “poor 
risk” cases in which the trouble is of long 
duration, the ulcer has healed and the 
problem is that of relieving chronic duo- 
denal obstruction. 


The operative technic employed is on 
standard lines with occasional minor vari- 
ations. The duodenal ulcer is included in 
the resection, if practicable, in almost all 
cases, being left behind only when scar- 
ring and induration are so extensive that 
removal would endanger the bile ducts. 
When the duodenum is left behind, the 
section is always made through the duo- 
denum, care being taken to remove all 
gastric mucosa. Proximally the resection 
is carried high on the greater curvature, 
to a point near the splenic hilum. The 
anastomosis is usually antecolic. 
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The assessment of the long-term results 
of these operative procedures has been 
difficult in this country. Most of our pa- 
tients are uneducated and unable to reply 
to letters. There are no follow-up depart- 
ments in the State Hospitals, so that any 
impressions formed in these circumstances 
are based either on immediate results or 
on later reports given by neighbors or by 
village practitioners of medicine. 

The number of patients in whom anasto- 
motic ulcers develop after gastrojejunos- 
tomy has not been great, and, of the few 
so affected, only a small number were our 
own patients at the time of the first opera- 
tion. Thus, out of a total of just over 
1,200 cases of peptic ulcer treated during 
the last fifteen years by one of us 


(C. P. V.M.), there were only 28 cases of 
anastomotic ulcer. It is possible that some 
patients, though they have symptoms, 
dread a second operation, blame the sur- 
geon for their troubles and do not return 
to him. 

These patients have all been treated by 


resection in one stage; the mortality rate 
has been negligible and the results satis- 
factory. No case of anastomotic ulcer after 
partial gastrectomy has been encountered 
during the past fifteen years. This may be 
only a coincidence, for the resections are 
comparatively recent and are done by only 
a few surgeons, and the resection is wide 
—about 80 per cent of the stomach. 
There have been few cases of the so- 
called ‘dumping syndrome.’ A few patients 
have reported to us with moderate anemia, 
and they have responded to medical treat- 
ment. The reasons we have practiced 
gastric resection recently more extensive- 
ly, in spite of the reasonably good results 
of gastrojejunostomy, are as follows: first, 
an anastomotic ulcer following gastroje- 
junostomy necessitates a more difficult 
surgical operation, and second, in recent 
years more patients with the nonstenotic 
type have been subjected to operation, 
while in the first half of this period about 
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80 per cent showed signs of stenosis, Of 
the last 1,200 cases only 420, or about 35 
per cent, involved stenosis. In this series 
724 patients were treated by gastrojeju- 
nostomy, with 25 deaths (a mortality 
rate of just over 3 per cent) and 438 by 
partial gastrectomy (including 28 with 
anastomotic ulcers) with 28 deaths (a 
mortality rate of about 6.5 per cent). This 
rate has been considerably reduced in the 
past few years. In the past two years 
there has been only 1 death in more than 
100 cases. The mortality rate for acute 
perforations has been above 30 per cent. 
Almost all have been treated by simple 
closure, with or without drainage. This 
high mortality rate is attributable to the 
late stage at which the patients presented 
themselves for treatment. 

Vagotomy has not been performed to 
any appreciable extent. The distention of 
the stomach that follows this procedure 
has been troublesome, and the results have 
not justified its adoption in preference to 
gastric resection. 

We have endeavored to present, on 
broad lines and without going into detail, 
the main features of peptic ulcers as they 
are encountered in Madras, and have out- 
lined the general lines of treatment adopted. 
It is the poorer classes that are most af- 
fected by this disease, and, whatever may 
be the basic cause, improvement in their 
economic condition and habits of life, it 
is hoped, will materially reduce the inci- 
dence of this disease, which occurs during 
the active years and impairs efficiency. 

Malignant diseases of the stomach are 
frequently encountered, but more than 90 
per cent of the patients come too late for 
removal of the growth or, indeed, for help 
of any kind. 

—K. G. PANDALAI 
Lt. Col. I.M.S. (Ret’d), 
M.B., F.R.C.S., F.1.C.S., and 
—C. P. V. MENON 
MSS., F.R.C.S., F.1LC.S. 
Madras, South India 
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Report of Surgical Repair in the First 
Group of Atomic Radiation Injuries. Brown, 
J. B., and Fryer, M. P., Surg., Gynec. & Obst. 
1:1, 1956. 

Report is made of the surgical repair of the 
first known group of atomic radiation injuries 
(without thermal injury). No amputations 
have been necessary, and all patients are back 
at full-time occupations. 

These were injuries caused by pure atomic 
radiation and are not thermal injuries of 
atomic origin like those described elsewhere. 
If such patients do survive, it seems proved 
herein that local injuries caused by atomic 
radiation may be repaired surgically and that 
successful rehabilitation is possible. 


WILLIAM E. NortH, M.D. 


Induction-Delivery Interval Following Arti- 
ficial Rupture of the Membranes. Manly, G. 
A. Lancet, 2:227, 1956. 

In order to gain a clearer understanding of 
the noninitiation of labor after artificial rup- 
ture of the membranes, the author has studied 
500 consecutive cases of such rupture. 

Irrespective of the condition of the cervix, 
of the indication, of the presentation and 
of the quality and quantity of liquid removed, 
77 to 90 per cent of women will be delivered 
within seventy-two hours of artificial rupture 
of the membranes. 

There is no cause for alarm if labor has 
not ensued within three days. If the uterus 
becomes firmly wrapped around the baby 
without labor pains, however, active inter- 
vention is urgently indicated. 

Prolapse of the cord was observed in only 
1 case of head presentation, when labor was 
well advanced, and a vaginal delivery was 
successful. 

In these 500 cases there were 49 forceps 
extractions and 31 cesarean sections, 11 of 
which were performed on patients with closed 
cervixes. Nine of these had no labor at all. 


In 48 cases labor had not ended three days 
after rupture of the membranes. In 28 of 
these delivery was subsequently normal, the 
longest interval being eleven days. All pa- 


- tients were given chemotherapy after forty- 


638 


eight hours, and none suffered any serious 


ill effects. 
In the 500 cases reviewed there were 2 


maternal deaths and 21 stillbirths. Manly 
expressed the opinion that rupture of the 
membranes did not contribute to either ma- 
ternal death. Of the stillbirths, 15 were un- 
related to rupture of the membranes, while 
in the 6 remaining cases death may have been 
precipitated by that intervention. 


THOMAS WILENSKY, M.D. 


Late Results in the Surgical Treatment of 
Duodenal Ulcer. Priestley, J. B., J. lowa State 
6:239, 1956. 

This concise report represents one sur- 
geon’s experience with 77 private patients 
with duodenal ulcer, in whose cases conserva- 
tive gastric resection with gastrojejunostomy 
was selected as the treatment of choice. 

The resection was often performed at the 
pylorus, no attempt being made to remove 
the ulcer except in the presence of acute 
bleeding and a few other “extraordinary” 
lesions. The anastomoses were mainly an- 
terior and utilized the entire gastric tran- 
section. 

Priestley expresses the strong conviction 
that excessive removal of the stomach (more 
than 60 to 65 per cent) is unnecessary and 
that the incidences of poor functional results, 
anemia and loss of weight are greatly in- 
creased when this is done. 

The vagus nerves were not disturbed in 
any of these cases, nor was enteroanastomosis 
employed in any instance. 

The 2 hospital deaths were caused by pul- 
monary embolism and atelectasis. More than 
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half of the patients had bled at some time 
before the operation. 

The statistical data presented were collected 
by questionnaires sent to each patient. All 
but 3 patients reported 75 per cent relief or 
more; 53 reported 90 per cent or more and 
38 had obtained 100 per cent relief. 

Dumping appeared minimally and infre- 
quently. 

The operations were all performed between 
1946 and 1954, with approximately equal 
numbers in each year. Only 2 patients re- 
ported taking medicine regularly for their 
stomachs. Ninety-five per cent reported that 
if they had it to do over again they would 
submit to the operation. 

Since it is virtually certain that no one 
operation represents the best procedure for 
all ulcers, Priestley is convinced that a rather 
conservative partial gastrectomy with gas- 
trojejunostomy is still a valuable method of 
treatment in selected cases of duodenal ulcer. 


THOMAS WILENSKY, M.D. 


Artificial Sponges in Surgery. William, B., 


Lancet 1:779, 1956. 

For some time the author has been using 
artificial sponges in obstetric and gyneco- 
logic practice, especially in cesarean sections. 

The sponges are made of wool pulp by the 
viscose process and carry the trade name 
“Spontex.”’ When moistened they are soft, and 
they are highly absorbent. They can be easily 
washed after use and can tolerate repeated 
autoclaving. The material can be cut easily 
when dry, and various sizes are used. The 
most convenient size is about 3% by 2% by 
1% inches. 

A great advantage of using these sponges 
lies in the resulting simplification of the 
sponge count. 


EDMUND LISSACK, M.D. 


Hepatic Venography. Tori, G., Scientifica 
Medica Italica 4:304, 1956. 

Finely detailed diagnostic information is 
often imperative for correct treatment. It is 
now possible to selectively visualize single 
areas of the bronchial tree selectively, or to 
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perform selective angiocardiographic exami- 
nation, which makes possible a detailed study 
of any particular portion of the cardiovascu- 
lar system. In order to expand the diagnostic 
methods available, the author presents a 
method for hepatic venographic study, one 
of the possible applications of “selective 
angiocardiography” that can be realized by 
instrumental means. a 

The hepatic veins have occasionally been 
visualized in the course of angiocardiographic 
examination, especially in children. This is 
brought about when a certain amount of 
contrast medium is regurgitated from the 
right auricle during the auricular systole or 
diastole, passes into the inferior vena cava, 
which thus becomes more or less extensively 
opacified, and thence into the hepatic veins. 
Systolic backflow is usually encountered in 
cases of congenital heart disease involving 
right auricular overstrain. Diastolic back- 
flow, on the other hand, may occur in a 
healthy heart as well as in a heart congeni- 
tally diseased, and may result from overfill- 
ing of the right auricle with a contrast 
medium. 

The technic employed is essentially the 
same as that used when the heart is cath- 
eterized. It involves the introduction of No. 
9 to 12 Cournand catheters into the right or 
the left basilic vein. Under fluoroscopic con- 
trol, the tip of the catheter is passed by the 
right auricle into the inferior vena cava. The 
catheter is driven along the inferior vena 
cava for about 2 to 3 cm., after which it 
may be rotated either to the right or to the 
left, and is assumed to have approached the 
orifices of the hepatic veins. The catheter 
is then advanced into the larger hepatic 
veins. It is possible to pass the catheter a 
much greater distance in the larger right 
hepatic venous trunks—almost reaching the 
peripheral parenchymal areas of the liver— 
than is possible in the left hepatic veins. 

When the catheter has, under fluoroscopic 
observation, reached the area of the hepatic 
venous system to be examined, 15 to 20 cc. 
of a highly concentrated (70 per cent) solu- 
tion of the iodinated contrast medium is 
quickly injected. Just prior to the completion 
of the injection a first exposure is made, 
which is followed by two or three serialized 
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roentgenograms soon after the injection has 
beer completed, in order to obtain informa- 
tion as to the mode of distribution of the con- 
trast medium. 

The patient may either lie supine or remain 
upright. There are no specific contraindica- 
tions, except, of course, such general hazards 
as are to be considered whenever procedures 
involving the introduction of an iodinated 
contrast medium into the blood stream are 
used—hypersensitiveness to iodine, an aller- 
gic diathesis, hepatic or renal insufficiency, 
hyperthyroidism or cardiocirculatory failure. 

Another technic involves temporary occlu- 
sion of the inferior vena cava by means of 
a small rubber balloon placed a few centi- 
meters below the opening of the hepatic 
veins, introduced through one of the femoral 
veins. The contrast medium is then injected 
through a second catheter below the level of 
the balloon, which is introduced through the 
same or the opposite vein. It is possible to 
combine angiographic study with measure- 
ment of intrahepatic venous pressure, a 
determination likely to have great value in 
the diagnosis of a number of diseases, notably 
those involving either extrahepatic or intra- 
hepatic obstruction. 


HENRY J. ROSEVEAR, M.D. 


Vagotomy for Chronic Peptic Ulcer: A 
Five-Year Follow Up. Slaney, G., Bevan, P. 
G., and Brooke, B. N., Lancet 2:221, 1956. 

From 1947 to 1949, vagal section for 
chronic peptic ulceration was performed on 
91 patients by the surgeons of the surgical 
professorial unit at the Queen Elizabeth 
Hospital. The presence of the ulceration was 
proved in each case by barium meal, examina- 
tion, gastroscopic study or the observations 
at operation, or by a combination of these 
methods. All the patients were followed up to 
the time of writing, and the results are 
analyzed after five years in order to assess 
the value of vagotomy in the treatment of 
chronic peptic ulceration. 

After the. exclusion of 4 deaths not asso- 
ciated with ulceration, 1 operative death and 
1 patient lost to follow-up, recurrences de- 
veloped in 24 patients, 2 of whom died. This 
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is a recurrence rate of 28.2 per cent. Sixty- 
five patients had undergone no drainage pro- 
cedure at the time of vagal section and no 
previous gastric operation. Recurrences de- 
veloped in 18 of these patients, representing 
a recurrence rate of 27.7 per cent for vagoto- 
my as the sole treatment of peptic ulcer. The 
recurrences appeared to be unaffected by the 
existence or nonexistence of gastroenterosto- 
my, pyloroplasty or partial gastrectomy done 
either before or coincidentally with vagotomy. 
The rate of recurrence increased with passage 
of time, for further recurrences have been 
observed since the end of the five-year period. 

If it is true that after vagal section it is im- 
possible to stimulate the secretion of acid by 
means of an adequate degree of hypoglyce- 
mia, either nerve section was inadequate in 
many cases or else the nerves had regen- 
erated. It was immaterial whether section 
was made through the thorax or through 
the abdomen. No correlation was observed 
between the failure to reduce acidity and the 
recurrence of ulceration. 

In 6 patients who had previously had duo- 
denal ulcers, gastric ulcers developed. This 
is difficult to explain, as in no case did 
serious gastric stasis arise. One death took 
place as a result of gastric carcinoma in a 
man who had had a duodenal ulcer. 

The criteria of healing are entirely clini- 
cal, because scarring may remain to present 
roentgen evidence of duodenal deformity at 
all times. The results of the various tests 
of gastric acidity are too variable on different 
occasions in the same case to make compari- 
son easy and are thus robbed of meaning; 
exact clinical correlation appears to be im- 
possible. 


HENRY J. ROSEVEAR, M.D. 


Treatment of Chronic Duodenal Ulcer by An- 
troduodenectomy and X-Irradiation. Brown, 
G., and Wood., I. J., Lancet, 2:169, 1956. 

This is an interim report on 142 patients 
with duodenal ulcer treated since 1951 by 
surgical removal of the ulcer with conserva- 
tive gastroduodenal resection (“antroduoden- 
ectomy’’), followed in 52 instances by roent- 
gen irradiation of the remaining portion of 
stomach to reduce the secretion of acid and 
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pepsin and thus lessen the risk of recurrent 
ulcer. 

Antroduodenectomy, a conservative Bill- 
roth I operation, was adopted in an effort to 
prevent the well-recognized undesirable se- 
quelae of subtotal gastrectomy with gastro- 
jejunostomy. 

The 52 patients who were given postopera- 
tive roentgen irradiation have been followed 
for an average period of thirty-one months. 

The irradiation was administered two 
months after the operation, a total gastric 
tissue dose of 2,000 r. being given in three 
weeks after careful location of the stomach 
by barium meal examination. 

Of 100 patients followed for twelve to fifty 
months, 52 underwent antroduodenectomy 
and roentgen irradiation and 48 were sub- 
jected to antroduodenectomy only. In each 
group there were 6 recurrent ulcerations. 
Although the reported figures suggest that 
the roentgen irradiation did not reduce the 
incidence of recurrence, it may well have 
delayed the onset of symptoms, as the aver- 
age time of recurrence was_ twenty-five 
months after the operation in those treated 
by irradiation and twelve months after the 
operation in the group not so treated. 

Although there were 3 immediate post- 
operative deaths (2.1 per cent) and an ulcer 
recurrent rate of 12 per cent, the authors 
express the opinion that the excellent results 
in the patients whose progress was classified 
as “very good” (83 per cent) justifies further 
efforts to employ and improve this combined 
method of treatment. 


THOMAS WILENSKY, M.D. 


The Functioning Carcinoid Tumor, A New 
Clinical Entity: Review of the Clinical Fea- 
tures of the Nonfunctioning and Functioning 
Carcinoid, Including a Review of Thirty-eight 
Cases from the Literature. Mattingly, T. W., 
M. Ann. District of Columbia 25:239, 1956. 


This tumor, which is officially listed in 
American literature as argentaffinoma but is 
better known by the original term of “car- 
cinoid,” has been known since 1888. The 
pathologic and clinical concept has changed 
very little, except that case reports and 
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periodic reviews of the literature indicate an 
appreciation of the increased incidence of 
metastases, which at times have become wide- 
spread and voluminous despite the small and 
innocent appearance of the primary tumor. It 
is noted that lesions occurring in the ileum 
show a higher degree of invasiveness, even 
causing death from complications. It is now 
accepted that all carcinoids are potentially 
malignant. . 


In 1958, 5-hydroxytryptamine was isolated 
from carcinoid tumors. This substance was 
a vasoactive material called enteramine or 
serotonin. It is pharmacologically active on 
smooth muscles, producing intestinal peristal- 
sis, bronchoconstriction, varying effects on 
the blood vessels and lesions of the cardiac 
valves. The patients with abnormal amounts 
of serotonin in their blood excrete, in their 
urine, abnormal amounts of 5-hydroxyindo- 
leacetic acid, which is a recognized break- 
down product of 5-hydroxyptamine in the 
body. 

Carcinoid tumors are observed in about 
0.2 to 0.5 per cent of appendixes removed sur- 
gically. The number observed in the appendix 
constitutes about 80 to 90 per cent of all 
carcinoids reported. 


The primary carcinoid tumor is small and 
multiple in 25 to 28 per cent of the cases. It 
is usually submucosal and rarely exceeds 1 
to 2 cm. in diameter. It projects as a small 
raised nodule in the lumen of the bowel and 
is hard to palpation. If the lesion is benign 
there is, at most, a slight puckering of the 
bowel overlying the tumor. Upon section, the 
nodule is yellow and firm. 


In general, the lowest incidence of inva- 
siveness occurs in the appendix, rectum and 
stomach, with the highest incidence in the 
small intestine and the next highest in the 
cecum and colon. Of surgical specimens re- 
sected from the ileum, metastasis was re- 
ported in 75 per cent or more. In tumors 
classified as malignant, the malignant fea- 
tures consisted of extension through the in- 
testinal wall and spread into the regional 
lymph nodes and mesentery, with about one- 
third showing metastases to the hepatic, 
pancreatic, ovarian, pelvic and retroperi- 
toneal areas, and only occasionally to more 
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distant areas. When metastasis does spread 
to the liver and other organs, the volume of 
tumor tissue in the site of metastasis may 
reach several thousand grams and may result 
in easily recognizable hepatomegaly or in 
palpable abdominal masses. Ordinarily, pa- 
tients tolerate these metastatic lesions well 
and live for years. 

In the early state, as has been pointed out, 
this type of tumor is small and submucosal. 
As extension progresses into the muscularis 
and serosa, growth of supportive fibrous tis- 
sue produces contracture of the intestine at 
the site. This may cause angulation of the 
bowel and adhesions and may result in partial 
or complete intestinal obstruction. As the 
tumor infiltrates and extends into the regional 
lymph nodes, there are increasing opportuni- 
ties to produce obstructive symptoms. Oc- 
casionally some of the larger metastatic 
lesions undergo cystic degeneration. 


Symptoms of nonfunctioning carcinoid de- 
pend upon the site of the primary lesion. 
The size of the primary tumor is rarely a 
factor except in the appendix, the lumen of 
which is small and is easily obstructed by a 
small tumor. Carcinoids of the appendix are 
more frequent in the female than in the 
male, whereas similar lesions of the small 
bowel are more common in the male and tend 
to occur most frequently after the age of 50. 
There are no distinctive symptoms indicating 
metastatic lesions from carcinoids of the 
appendix. 

Carcinoids of the stomach and rectum also 
fail to produce distinctive symptoms. Car- 
cinoids of the cecum and colon are asympto- 
matic until they extend through the bowel 
and to the mesentery and the regional lymph 
nodes, after which the symptoms mimic those 
of carcinoma, except that there is generally 
no anemia or melena. The symptoms en- 
countered are obstruction of the lower-part 
of the intestine, diarrhea and loss of weight. 

Carcinoids of the duodenum are sympto- 
matic, but the symptoms are not specific or 
distinctive; carcinoids of the jejunum are 
rarely symptomatic. Symptoms produced by 
carcinoids of the ileum are the result of 
intestinal obstruction caused by the mechani- 
cal effects of an unusually large benign sub- 
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mucosal ileal carcinoid. They consist chiefly 
of intermittent abdominal pain, distress, 
bloating and distention, recognizable bouts of 
intermittent small bowel obstruction, inter- 
mittent diarrhea and loss of weight. The 
simultaneous occurrence of peptic ulcers and 
carcinoids elsewhere in the intestinal tract 
is frequent and may be more than coinci- 
dental. It has been suggested that acute 
knuckling and kinking of the small bowel, 
with a filling defect at the site of obstruc- 
tion, indicates ileal carcinoids. 

In general, nothing distinctive can be noted 
in the abdominal examination except the 
absence of symptoms indicating rapid growth, 
necrosis and anemia. The appearance of well- 
being associated with a recognized, slowly 
growing metastatic lesion in the liver or the 
right lower abdominal quadrant might cause 
one to suspect the presence of a metastati¢ 
malignant carcinoid. In addition, functioning 
carcinoid tumors present symptoms of intes- 
tinal hyperperistalsis (diarrhea), loss of 
weight, cutaneous flushing and some cardiac 
symptoms or abnormal cardiovascular signs. 
The most common cardiac lesion observed is 
stenosis of the pulmonary valve. In many 
recent cases of functioning carcinoid tumor 


the results of clinical tests are abnormal, in- 


dicating an excessive production of serotonin. 


The author has tabulated the autopsy ob- 
servations in 21 cases of metastatic carcinoid 
with clinical or functioning tumor, including 
lesions of the right side of the heart, and 
8 cases of malignant carcinoid with clinical 
features indicating tumors but without au- 
topsy evidence of cardiac lesions. He has also 
tabulated the data in 9 cases of functioning 
carcinoid in living patients. 


HENRY J. ROSEVEAR, M.D. 


L’incarcération du gréle dans l’hiatus ré- 
tro-anastomotique aprés gastrectomie trans- 
mésocolique (Incarceration of the Small 
Bowel in the Retro-Anastomotic Hiatus after 


Transmesocolic Gastrectomy). Massé, C., 
and Fauvette, M., Bordeaux chir. 2:74, 1956. 

After partial gastrectomy with retrocolic 
gastrojejunostomy according to the usual 
technics, a hiatus persists behind the anas- 
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tomosis, between the transverse portion of 
the mesocolon and the angle of Treitz. This 
ring often admits 2 fingers, and it is readily 
conceivable that the small bowel should 
sometimes enter this hiatus. Such an acci- 
dent is less frequent now than it was during 
the era of gastrojejunostomy, but it is not 
rare. 

Although they would be considered a priori 
possible causes, the type of gastrectomy, the 
size of the stoma, the direction of the anasto- 
mosis and the length of the loop do not seem 
to play the important réle. The hernia is not 
always due to a technical fault as such and 
should, perhaps, be regarded as another pos- 
sible complication of routine gastrectomy. 

Twenty-eight cases are studied from the 
anatomic, operative and clinical aspects. It 
is difficult to draw final conclusions, and the 
explanations are mostly theoretical. Out of 
this study emerges the golden rule of ab- 
dominal surgery: “Never create openings cap- 
able of giving internal hernias.” 


S. A. GUEUKDJIAN, M.D. 


Results of Arteriectomy (Résultats de l’ar- 
tériectomie). Soltesz, L., Lyon chir. 51:273, 
1956. ‘ 

As long as the wall of an artery is intact, 
the equilibrium of constriction-dilation cor- 
responds to normal circulatory requirements. 
The moment the wall is damaged, the equi- 
librium is disrupted and the artery not only 
becomes an inadequate vessel but acts as “a 
sympathetic nerve in a state of pathologic 
irritation,” holding the collateral network in 
a reflex spasm. Resection of an affeeted seg- 
ment of artery (arteriectomy) is therefore 
an operation aiming at the sympathetic, the 
purpose being to eliminate the nocive im- 
pulses emitted from the pathologic arterial 
wall and to permit the collaterals to do their 
work. There is no plastic reconstruction after 
arteriectomy. 

The operation is indicated for patients who 
do not respond to medical treatment, whose 
general condition is satisfactory and in 
whose cases there exists the possibility that 
the collateral vessels may be dilated This 
is tested by lumbar sympathetic block. The 
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operation is of no avail if the condition is 
in an advanced stage, with such degenerative 
signs as, for example, trophic lesions. 

Ten patients in this series were checked 
periodically for clinical and roentgen evalu- 
ation more than a year after the operation. 
It was noted that after arteriectomy the cir- 
culation of the diseased femoral system was 
taken up successfully by the healthier and 
dilated deep femoral artery, together with a 
rich collateral network. In addition to this 
improvement, arteriectomy made the circula- 
tion more responsive to further medical treat- 
ment. 

Interesting arteriograms are 
There is no bibliography. 


included. 


S. A. GUEUKDJIAN, M.D. 


Bilateral Adrenalectomy with Special Ref- 
erance to Operative Technic and Postopera- 
tive Complications. Franksson, C., and Hell- 
strom, J., Acta chir. Scand. 3:54, 1956. 

The authors discuss the operative technic 
and the postoperative complications of 
adrenalectomy on the basis of their experi- 
ence in 116 cases. 

The adrenal glands are located retroperi- 
toneally in fatty tissues between the dia- 
phragm and the kidneys. The size of each 
gland varies, and aberrant adrenal tissue is 
present in 30 per cent of the cases. The 
right adrenal gland is usually placed higher 
than the left. A lumbar approach, with the 
patient prone, was used in most of the cases 
in this series. 

The incision is made over the lower border 
of the twelfth rib and curved upward, paral- 
leling the midline. The twelfth rib is re- 
moved, and usually a segment of the eleventh 
rib as well. Great care must be taken to 
avoid injuring the vena cava. 


In cases of advanced tumor and cases in 
which the patient is in poor general condi- 
tion, 100 mg. of cortisone is administered 
daily for eight or ten days prior to the opera- 
tion. Substitution therapy consists of the 
administration of 150 mg. of cortisone ace- 
tate intramuscularly one hour before the 
operation, 50 mg. every four hours on the 
day of operation, 50 mg. every six hours on 
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the first postoperative day and 50 mg. every 
twelve hours on the second postoperative 
day. Subsequent doses are reduced so as to 
reach, within one week, an adequate main- 
tenance dose of cortisone given by mouth, 
which amount to 50 or 75 mg. daily. Diuresis, 
increased weight, a moon-shaped face and 
elevated blood pressure suggest overdosage 
of cortisone. Hyperthermis occurs in the 
presence of acute corticosteroid deficiency. 
There were 4 deaths in this series. The low 
mortality rate of bilateral adrenalectomy 
even for “poor risks” justifies use of the pro- 
cedure, since substitution therapy is effective. 


ERNEST G. DE BAKEY, M.D. 


Ulcer-Cancer of the Stomach. Olsson, O., 
and Endreson, R., Acta chir. Scand. 3:16, 
1956. 

The author studied 464 cases of gastric 
carcinoma, treated in a uniform manner, to 
evaluate the prognosis. Billroth I or II re- 
section with removal of the greater and 
lesser omentum was done in 176 cases; total 
gastrectomy, in 25; exploratory laparotomy, 
in 112, and palliative operations in 389. In 
112 the patients were clinically inoperable. 

The age range was from 40 to 75 years. 
Patients in the younger age groups were 
more often operable than their elders. Early 
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operation offered a better prognosis than did 
delayed operation. Forty-two per cent of the 
patients without visible metastases survived 
for three or more years, while only 6 per 
cent of those with visible metastases lived 
as long as three years. A plea is made for 
early diagnosis and immediate operation. 


ERNEST G. DE BAKEY, M.D. 


Unintentional Gastro-Ileostomy After Par- 
tial Gastrectomy. Brine, J. A. S., and Fraser, 
T. R. C., Lancet 2:337, 1956. 

The author reports a case of gastric re- 
section with gastroileal anastomosis in a pa- 
tient with abnormal rotation of the intestine. 
This error in technic leads to a rapid prog- 
ressive downhill course and possible death. 
The classic symptoms are severe diarrhea 
and loss of weight in spite of a voracious ap- 
petite. Osteomalacia, anemia and hypoprol 
teinemia also occur. The diagnosis is estab- 
lished by Miller-Abbott tube intubation with 
instillation of barium. 

The reported cases emphasize the impor- 
tance of a surgeon’s being certain that the 
jejunum is used for the anastomosis. If the 
error is made the surgeon should be aware 
of its sequelae and take immediate steps to 


correct it. 
ERNEST G. DE BAKEY, M.D. 


Nature, it is true, still sees to it that we are mortal, but with the progress in 
medicine it will become more and more common for people to live until they have 
had their fill of life. We are supposed to wish to live forever and to look forward to 
the unending joys of heaven, of which, by miracle, the monotony will never grow 
stale. But in fact, if you question any candid person who is no longer young, 
he is very likely to tell you that, having tasted life in this world, he has no wish 


to begin again as a “new boy” in another. For the future, therefore, it may be 


taken that much the most important evils that mankind have to consider are those 


which they inflict upon each other through stupidity or malevolence or both. 


—Russell 
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Kurze Heschichte der Vestibularisfor- 
schung (A Short History of Vestibular Re- 
search). By Ernst Wodak. Stuttgart: Georg 
Thieme Verlag, 1956. New York: Intercon- 
tinental Medical Book Corporation, 1956 (for 
United States and Canada). 


Ulcers of the Legs. By P. Piulachs. Spring- 
field, Ill.: Charles C Thomas, Publisher, 1956. 
Pp. 573, with 303 illustrations. Reviewed in 
this issue. 


The Recovery Room. By Sadove and Cross. 
Philadelphia: W. B. Saunders Company, 1956. 
Pp. 597, with 103 illustrations. Reviewed in 
this issue. 


The Postural Complex: Observations as to 
Cause, Diagnosis and Treatment. By Laur- 
ence Jones. Springfield, Ill.: Charles C Thomas, 
Publisher, 1956. Reviewed in this issue. 


Traite de Technique Chirurgicale, Tome V. 
By B. Fey, P. Macquot, J. Quenu, P. Truffert, 
M. David, M. Iselin, R. Dosset, R. Dubau, C. 
Dubost, J. J. Galey, Y. Longuet, J. Loygue, J. 
Mathey, R. Palmer, J. Perrotin, J. C. Rudler, 
G. Thomeret and J. Varangot. Paris: Masson 
et Cie, 1956. 2d ed. Pp. 780, with 781 illustra- 
tions. Reviewed in this issue. 


Urology and Industry. By Leonard P. 
Wershub. Springfield, Ill.: Charles C Thomas, 
Publisher, 1956. Pp. 1380, with 20 pages of 
bibliography and index. 
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Clinical Urology for General Practice. By 
Justin J. Cordonnier. St. Louis: The C. V. 
Mosby Company, 1956. Pp. 252, with 47 illus- 
trations. 


1. Internal Secretions of the Pancreas. 
By the Editors of the Ciba Foundation. Pp. 
292, with 100 illustrations. II. Ageing in 
Transient Tissues. By the same. Pp. 263, 
with 96 illustrations. Boston: Little, Brown 
& Company, 1956. 


Integrated Gynecology: Principles and 
Practice. By I. C. Rubin and Josef Novak. 
New York, Toronto and London: The Blakiston 
Division, McGraw-Hill Book Company, 1956. 
In 3 volumes. Illustrated. Reviewed in this 
issue. 


Ankylosing Spondylitis: Clinical Consider- 
ations, Roentgenology, Pathologic Anatomy 
and Treatment. By J. Forestier, F. Jacque- 
line and J. Rotes-Querol. Translated by A. U. 
Desjardins. Springfield, Ill.: Charles C 
Thomas, Publisher, 1956. Pp. 374, with 145 
illustrations. 


Tumors of the Skin. By Herbert Conway. 
Springfield, Ill. Charles C Thomas, Publisher, 
1956. Pp. 267, with 178 illustrations, 3% in 
color. 


The Biologic Effects of Tobacco. By Ernest 
L. Wynder, with a foreword by Joseph Garland. 
Boston and Toronto: Little, Brown & Company, 
1956. Pp. 215. Reviewed in this issue. 


Supplement 1, Atlas of Exfoliative Cytolo- 
gy. By George N. Papanicolaou. Cambridge, 
Mass.: Harvard University Press, 1956. Loose- 
leaf format, published for The Common- 
wealth Fund. 


Handbook of Physical Therapy. By Robert 
Shestack. New York: Springer Publishing 
Company, Inc., 1956. Pp. 212. 
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Ulcers of the Legs. By P. Piulachs. Spring- 
field, Ill.: Charles C Thomas, Publisher, 1956. 
Pp. 573, with 303 illustrations. 

This complete review of the causes, the path- 
ologic picture and the treatment of ulcers of 
the leg is timely. All those interested in this 
field know how often the treatment of ulcers 
fails because their basic cause is not deter- 
mined prior to the institution of therapy. 

Prof. Piulachs has written on this subject 
extensively in the past, so that he can quote 
from over one hundred of his own publica- 
tions. A volume written by the same author in 
1950, Ulcers de las Extremidades Inferiores de 
Origen Vascular, was one of the first books to 
correlate the pathologic picture with the clini- 
cal signs. 

Prof. Piulachs dedicates his book “To Pro- 
fessor Matas, M.D., teacher of several gen- 
erations of surgeons, and to whom present 
knowledge of vascular is so much indebted.” 
This well-earned dedication is followed by an 
introduction by Dr. Matas. 

The contents of the book are divided into 
seven sections, beginning with general con- 
ceptions, and followed by divisions on ulcers 
of venous origin, the physiopathologic nature 
of ulcers due to venous insufficiency, the new 
pathogenetic concept of varicosities, the evolu- 
tion of venous thrombosis and its sequelae; 
arterial ulcers and trophoneurotic ulcers. 
Each of these sections is illustrated by excel- 
lent photographs and photomicrographs. The 
pathologic picture is further represented by 
schematic drawings. 

This reviewer was pleased to note the care 
taken to differentiate arterial from venous 
ulcers. The point would appear to be obvious, 
and yet many serious errors are made by 
failure to determine the arterial supply prior 
to the treatment of ulcers. The utilization of 
venograms to show valvular incompetence and 
venous obstruction is advocated and well shown. 

Some points are controversial, such as the 
author’s advocacy of ligations of the popliteal 
and superficial femoral veins, and most Ameri- 
can surgeons would disagree with him as to 


this. In general, however, the book is well 
written and illustrated, and the binding and 
printing are excellent. It is recommended as 
an excellent reference book for the general 
surgeon, and it will have particular value to 
the doctor who sees an occasional ulcer. 


GERALD H. PRATT, M.D. 


Handbook of Physical Therapy. By Robert 
Shestack. New York: Springer Publishing 
Company, Inc., 1956. Pp. 212. 

The author of this manual, who has had 
long and exhaustive experience in physical 
therapy, has undertaken to condense his knowl- 
edge and that of others into a practical, con- 
venient and yet comprehensive guide for daily 
use. In this he has been eminently successful. 

There are two main sections in the book, 
one on the currently available methods of 
physical therapy and the other on the wide 
range of pathologic conditions in the treatment 
of which these methods have proved useful. 
There is also a brief history of the progress of 
physical therapy from its origin to the present, 
which is of great interest to the connoisseur of 
the whole expanse of medical history. 

The manual covers the whole field of electri- 
cal physical therapy, including radiant heat, 
infrared irradiation, diathermy, ultrasonics, 
ultraviolet irradiation, the use of galvanic cur- 
rent and of low frequency currents and electro- 
diagnosis. Such other methods as hydrotherapy, 
paraffin baths, massage and planned exercise 
are also well covered. 

Among the conditions for which treatment 
is greatly aided by physical therapy the author 
lists arthritis, rheumatism, peripheral nervous 
and vascular conditions, acute injuries of the 
joints, fractures, burns, orthopedic disorders, 
genitourinary disease and some dermatologic 
conditions. 

The writing is lucid and concise, and the 
manual is well organized throughout, with an 
excellent index. 

M. T. 
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The Postural Complex. By Laurence Jones. 
Springfield, Ill.: Charles C Thomas, Publisher, 
1956. 

Medical students and physicians in practice 
are all too often so completely absorbed in 
treating the abnormal that they have little 
time for thought or consideration of a problem 
that should be equally important to them, i.e., 
preservation of the normal by the prevention 
of deformities and mechanical derangements 
that may occur as a result of chronic malpos- 
ture. 

Dr. Laurence Jones, Chief Orthopedist of 
the Menorah Hospital, Kansas City, Missouri, 
and Visiting Orthopedist of Cedars of Lebanon 
Hospital at various phases of his career, has 
long been interested in a study of posture and 
its importance in health and in disease. Ex- 
hibits on “The Postural Complex,” prepared 
and presented by Dr. Jones at the conventions 
of the American Medical Association from 1946 
to 1951, interested many thousands of physi- 
cians. 

Dr. Jones has been particularly interested 
in devising better methods for the relief of 
localized foot pain. The theory he propounds 
is in sharp contradiction to that of many others 
who have had experience along the same line. 
The methods devised and used successfully by 
Dr. Jones are also acclaimed as effective in 
helping to relieve low back pain with or with- 
out sciatica, and in this text an effort is made 
not only to explain the theory upon which the 
treatment is based but to suggest a logical 
conclusion with regard to why simple correc- 
tions of the shoe can have so much beneficial 
effect upon other parts of the body. The book 
will be of interest to those who are aware of 
this problem, of mechanical and functional de- 
rangements as the result of chronic mal- 
posture, and particularly of the role the feet 
play in these conditions. 


EDWARD L. COMPERE, M.D. 


The Recovery Room. By Sadove and Cross. 
Philadelphia: The W. B. Saunders Company, 
1956. Pp. 597, with 103 illustrations. 

This book deals with the organization and 
function of the recovery room. Basic principles 
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of postoperative care, orders for the specific 
specialties, and care of complications make up 
most of the text. The book includes outstanding 
chapters on the principles of the recovery room, 
the management of circulation, shock, respira- 
tion, nutrition and nursing care in the recovery 
room. The authors begin with the preliminary 
plans and proceed logically with the formula- 
tion of policies, arrangement of physical facili- 
ties and layouts for various types of recovery 
room units. They have carefully covered every 
aspect of the subject, discussed the pros and 
cons of each and summarized their opinions 
as to the advantages of the recovery room on 
the basis of their experience and observations. 

This book would be a valuable addition to 
the library of any surgeon, and should be 
included in that of every hospital. The work 
crystallizes the experiences of authorities as 
well as the authors’ own, transforming the re- 
sult into a practical step-by-step routine of 
postoperative management of surgical condi- 
tions from operations on the scalp to ortho- 
pedic surgical treatment of the foot. It is a 
fine work and deserves the utmost praise. 


JEROME J. MOSES, M.D. 


Traite de Technique Chirurgicale, Tome V. 
By B. Fey, P. Macquot, J. Quenu, P. Truffert, 
M. David, M. Iselin, R. Dossot, R. Dubau, C. 
Dubost, J. J. Galey, Y. Longuet, J. Loygue, J. 
Mathey, R. Palmer, J. Perrotin, J. C. Rudler, 
G. Thomeret, and J. Varangot. Paris: Masson 
et Cie, 1956. 2d ed. Pp. 780, with 781 illus- 
trations. 

This work is No. 5 of a series of eight 
volumes published under the title “Treatise on 
Surgical Technique.” The series covers the 
entire field of operative technic and is edited 
in collaboration with outstanding personages 
in contemporary French surgery. 

Volume 5 deals with (a) operative gyne- 
cology (Mocquot, Rudler and Palmer); (b) 
cesarean section (Varangot), and (c) surgery 
of the breast (Mocquot and Lonquet). By far 
the most space (592 pages of the total 780) 
is devoted to gynecologic surgery. In keeping 
with the title, comment on the surgical patho- 
logic picture and the indications for operation 
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is minimal. On the other hand, this section is 
a veritable encyclopedia of operative technic. 

It is interesting to note that the section is 
developed in two main divisions: operations 
on the female organs by the abdominal route 
(281 pages), and operations in the same field 
by the vaginal route (350 pages). Emphasis is 
placed upon the widening surgical frontiers 
achieved since the advent of antibiotics, newer 
and safer methods of anesthesia and reduction 
of the dangers of anoxia, shock, hemorrhage 
and thrombosis. Accordingly, considerable 
space is devoted to ultraradical operations for 
pelvic cancer, due credit being given to Ameri- 
can surgeons who have pioneered in the field— 
Brunschwig, Meigs and others. 


Those interested in a study of the large 
variety of corrective procedures for malforma- 
tions and displacements of the uterus will find 
herein a wealth of information. The pros and 
cons of the abdominal and the vaginal route 
are discussed in great detail. More than ave- 
rage stress is laid by the authors upon the 
vaginal approach in pelvic operations. 

Thirty-two pages comprise a chapter by M. 
Varangot on cesarean operations. The classic 
varieties of these interventions are described. 
Reference is made to the Portes operation, i.e., 
temporary exteriorization of the uterus in per- 
forming a cesarean delivery. This operation is 
now practically obselete. 

The choice of an anesthetic for cesarean 
section is discussed. Spinal anesthesia seems to 
be preferred by the French obstetricians. Ideal- 
ly, local anesthesia, according to the authors, 
is best, on account of its innocuousness, but 
in their opinion its use is not always practica- 
ble even in the hands of the most experienced. 
Intravenous pentothal has advantages under 
favorable technical conditions, that is, when 
the operation can be done in five to eight 
minutes. It is safer for use after delivery of 
the baby. For inhalation anesthesia, when em- 
ployed, the choice of the authors is cyclopro- 
pane. Half a page is devoted to “reanimation” 
of the newborn by standard methods and prin- 
ciples. 

Surgical treatment of the breast (143 pp.) 
is taken up under the following topics: (a) 
surgical treatment of mammary infections; 
(b) operative technics for benign growths and 
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dystrophies; (c) radical mastectomies, and (d) 
plastic operations on the breast. The technic 
of mastectomy for cancer is discussed under 
two classifications: operations without exeresis 
of the tributary lymphatic systems, and opera- 
tions with more or less extensive ablation of 
the related lymph gland areas, together with 
the pectoral muscles (referred to respectively 
in English surgical parlance as “simple” (or 
“Jocal’”’) and “radical” mastectomy). 

The basic procedures in the treatment of 
mammary cancer are credited explicitly to the 
classic Halsted operation. This, notwithstand- 
ing a sentence on page 683 that reads “How- 
ever, the Halsted operation is evidently illogi- 
cal since in principle it deliberately neglects 
the removal of the supraclavicular and inter- 
nal mammary glands.” Nevertheless, subse- 
quent paragraphs modify the impression given 
in the preceding statement that all radical 
mastectomies must include the latter proce- 
dures. The authors say, further, “It is then 
theoretically legitimate to extend the dissec- 
tion of these lymphatic territories.” These 
procedures materially increase the duration 
and hazard of the operation. Advances in sup- 
portive measures, however, have made more 
extensive dissections feasible when they are 
obviously indicated. 

Several modifications of the Halsted opera- 
tion are detailed. The work of Urban and his 
collaborators at the Memorial Hospital for 
Cancer in New York (ultraradical mammary 
operations) is not mentioned. One gleans the 
impression that current surgical practice in 
France is not widely different from that in the 
United States. This section on mastectomy 
reflects a thorough familiarity with the enor- 
mous literature on the subject as well as ex- 
tensive experience. Flexibility and individuali- 
zation are counseled in arriving at the choice 
of operation in each case. The extent of opera- 
tion for malignant disease of the breast ranges 
from one extreme—local mastectomy supple- 
mented with radiotherapy and hormonotherapy 
—to the other—the classic Halsted operation, 
to which may be added removal of Handley’s 
triangle, the internal mammary chain of 
lymphatics and the supraclavicular nodes. Al- 
though the choice of an incision is not to be 
considered a dominant feature in radical re- 
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sections of the breast, it is interesting to note 
that the authors discuss only four or five 
variants, in contrast to the twelve or fifteen 
types usually depicted in American textbooks. 

Written with the usual conciseness and clar- 
ity of the French language, this volume will 
be fascinating to workers in the fields with 
which it is concerned. The line drawings of M. 
Izard are extremely helpful to the foreign 
reader in comprehending the text. 


ULYSSES GRANT DAILEY, M.D. 


Integrated Gynecology: Principles and 
Practice. By I. C. Rubin and Josef Novak. 
New York, Toronto and London: The Blakiston 
Division, McGraw-Hill Book Company, 1956. 
In 3 volumes. Illustrated. 

This remarkable three-volume work by two 
outstanding and well-known gynecologic sur- 
geons has justly been characterized as “the 
best available source among the English works 
... recommended without reservation for broad 
use.” We unreservedly concur in this conclu- 
sion. Every phase of knowledge pertaining to 
gynecology is contained in this work. It does 
not limit itself to gynecologic information; 
as is stated in the preface “the main purpose 
of the book is to integrate gynecology with 
all other specialties and general medicine.” 
This momentous task has been fulfilled excel- 
lently. The work begins with the embryologic 
aspects of the female genital apparatus and its 
functions, and enters into a discussion of mor- 
bid condition, pathologic changes and thera- 
peusis throughout life. Neoplastic transfor- 
mations of the female genital apparatus are 
thoroughly covered, as are the operative pro- 
cedures employed in their treatment. 

The work can be highly recommended for 
the student, the medical man, the surgeon and 
all interested in the subject. 
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The bibliography is exceptionally well or- 
ganized. The paper, printing and illustrations 
are of the finest, as befits so explicit, instruc- 
tive and valuable a text. 


M. T. 


The Biologic Effects of Tobacco. By Ernest 
L. Wynder, with a foreword by Joseph Gar- 
land. Boston and Toronto: Little, Brown & 
Company, 1956. Pp. 215. 

“The Biologic Effects of Tobacco” is a timely 
publication summarizing the present status of 
knowledge of tobacco. The editor has been 
successful in obtaining prominent collaborators. 
The book is divided into numerous chapters, 
discussing chemistry, pharmacology, cardio- 
vascular system, neoplastic diseases, gastroin- 
testinal tract, allergy and “cause and effect.” 
The theoretical chapters are well written and 
easy to understand. 

The material in Chapter 4, “Neoplastic 
Diseases,” written by the editor, is debatable. 
It is, of course, a difficult task to discuss 
objectively so controversial a subject as the 
influence of tobacco upon cancer of the respira- 
tory tract. The reviewer feels that too much 
emphasis has been placed upon the literature 
proving a connection between tobacco and 
carcinoma of the bronchus. Well documented 
papers, as those written by Hueper, which are 
not in complete agreement with this theory, 
are just briefly mentioned. 

The last chapter, “Cause and Effect” by E. 
Cuyler Hammond, is an interesting, almost 
philosophic dissertation. 

All in all, this book is very well written. It 
is a “must” in the library of anybody who is 
interested in the carcinogenic effect of tobacco. 


WERNER F. EISENSTAEDT, M.D. 
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